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Recent Advances in Surgical Technic 


The October Number of the Surgical Clinics of North America is from the Cleveland Clinic. And a 
decidedly practical Number it is! It leads off with a 10-clinic Symposium on Recent Advances in 
Surgical Technic, and contains, in addition, 21 other important and particularly helpful clinics. 


In the Symposium are Clinics on the Surgical Treatment of Carcinoma of the Rectum, Special Points 
in the Technic of Thyroid Surgery, Treatment of Intractable Peptic Ulcer; Technic of Celiac Gangli- 
onectomy, Suprapubic Prostatectomy and Seminal Vesiculectomy, Cystectomy and Transplantation of 
the Ureters into the Rectosigmoid for Carcinoma of the Bladder, Transurethral Excision of Papilloma 
of the Bladder, Recent Advances in Technic in Neurologic Surgery, Treatment of Torticollis, Recent 
Advances in Ophthalmologic Surgery and Recent Advances in Otolaryngologic Surgery. 


And that, mind you, is only the Symposium. Among the 21 other clinics are those dealing with Gas 
srene and Its Treatment, Treatment of Toxemia of Obstruction of the Gastro-Intestinal Tract, 
Surgical Treatment of Acute and Chronic Intestinal Obstruction, Pruritus Ani, Treatment of Cerebral 
hage, Indications and Technic for Submucous Resection, Operative Treatment of Vertigo, etc.,etc. 


The practical and helpful features that have made the Surgical Clinics of North America so highly 
prized =f General Practitioners and Surgeons alike have been given fresh emphasis in this excellent 


See Details in SAUNDERS ADVERTISEMENT—Page 3 
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ACUTE ABDOMINAL CATASTROPHES 
IRVIN ABELL, M.D. 


LOUISVILLE, KY. 


‘the surgical lesions occurring in the abdomen which 
may assume catastrophic proportions are many; the 
term “acute conditions of the abdomen” has been 
employed to designate the group urgently demanding 
surgery for their relief. Many of them present symp- 
toms of such similarity that preoperative clinical diag- 
nosis becomes a matter of difficulty and at times accurate 
distinction between them is quite impossible. The com- 
mon indication in such lesions is surgical relief; this 
being true, it is apparent that the first duty of the 
physician in a given case is to determine for or against 
its employment. 

The rapidity with which the disastrous changes in the 
abdomen develop make it imperative that this determi- 
nation be made at a time that gives the patient the 
greatest chance for recovery. Regarded in this light 
the final differential diagnosis of the cause, though 
of the utmost importance, must take second place if the 
mortality from catastrophic lesions is to be diminished. 
To open the abdomen in a patient presenting acute 
symptoms and on examination find that the operation 
Was unnecessary is admittedly bad surgery and an 
admission of diagnostic failure; in condoning such a 
mistake it is submitted that the mortality of the group 
of lesions under discussion will not be lowered unless 
one is prepared to perform a laparotomy without wait- 
ing for a detailed diagnosis and willing to risk an 
unnecessary one rather than disregard the suspicious 
signs that may indicate the early and immediate stage 
of a condition convertible by delay into a disaster. 


APPENDICITIS 


A survey of hospital statistics reveals that appendi- 
citis is responsible for fully 50 per cent of emergency 
abdominal operations. Typical cases of this disease 
seen early present no problem either in diagnosis or 
treatment. The fact that the mortality from this dis- 
ease has shown a yearly increase from 11,000 in 1920 
to more than 20,000 at the present time is conclusive 
evidence that patients afflicted with it do not come 
under observation or at least to surgical treatment at a 
time when its relief is a simple procedure. Self medi- 
cation and ignorance regarding the significance of 
abdominal pain on the part of the public combined 
with procrastination and difficulty in the recognition of 
atypical cases on the part of the profession bring about 
the problems which delay in the institution of appro- 
priate treatment entails. With a normal embryologic 
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development the appendix comes to rest at what by 
common usage is designated McBurney’s point. Three 
variations from the normal allow the appendix a wide 
latitude in location, it being found in every part of the 
abdomen except the left upper quadrant; these are, 
first, a failure of rotation of the cecum, which, depend- 
ing on its degree, places the organ at any point along 
an arc extending from the midepigastriuim to the liver 
and thence downward to the right iliac fossa; second, 
an unusually long mesocecum, giving to the cecum a 
wide circle of mobility, and, third, the rare anomaly of 
transposition of the viscera. The atypical situations of 
the appendix becloud the diagnosis in the event of its 
inflammation, one’s attention naturally being directed 
to the organs normally found in the respective localities 
mentioned. Other causes of delayed recognition are 
presented by the deviation of symptoms when the situa- 
tion of the appendix is retrocecal, particularly when 
there is an absence of the meso-appendix, the organ 
being practically extraperitoneal, and when, owing to a 
long mesocecum, it is located in the pelvis; the absence 
of localized tenderness and rigidity may lead to delay 
while the sequence of pathologic events in the appendix 
remains unchanged. The sequence of symptoms con- 
sisting of pain, nausea, vomiting, fever and leukocytosis 
should put one on guard and direct suspicion to an 
atypically situated appendix when such symptoms can- 
not be definitely ascribed to an organ normally located 
at their point of origination. 

Recognition of appendicitis during infancy and child- 
hood is not always an easy matter; the symptoms are 
the same but the child is not a miniature adult; it lacks 
cooperation, the blood count shows wide fluctuations 
and until about the fourth year constantly shows a rela- 
tive lymphocytosis ; the disease here, as in the opposite 
extreme of life, is prone to run a rapidly destructive 
course. Muscle spasm is elicited with difficulty, and 
tenderness frequently can be best elicited on rectal pal- 
pation. When, from whatever cause, delay has allowed 
the development of gangrene, spreading peritonitis or 
diffuse suppurative peritonitis to develop, problems are 
presented on which there is a wide diversity of opinion. 
Time forbids an analysis of the arguments, results and 
statistics of the proponents of the immediate and the 
delayed operation, the type of operation and the ques- 
tion of drainage. My practice has been and is to regard 
such conditions as emergencies; not that the patient 
should be subjected to operation immediately on arrival 
at the hospital, since peritonitis does not spread with 
such rapidity as to forbid restoration of fluid, chloride 
and glycogen balance before operation is undertaken, 
but that removal of a depot of necrotic, virulently 
infected tissue, accomplished gently without undue 
trauma to exposed peritoneal surfaces under spinal, 
ethelyne or cyclopropane anesthesia, with or without 
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drainage as the case demands, not only meets the patho- 
logic indications but in my experience has afforded the 
best chance for recovery. 

OBSTRUCTION 

Intestinal obstruction continues to cause a mortality 
which is a serious indictment of both diagnostic ability 
and surgical initiative. It is common knowledge that 
while acute intestinal obstruction carries an inevitable 
mortality, the greater proportion of it may be justly 
attributed to delay in recognition and to tardiness in the 
institution of appropriate treatment. The most impor- 
tant single factor is the element of time; a second one 
of great moment is offered by the site and character of 
the obstruction, whether high or low, the former pur- 
suing a more rapidly fatal course than the latter. The 
research workers by their physiochemical studies of 
the body fluids have afforded much valuable aid in the 
appreciation of the changes in body chemistry with 
the indication of means to assist in the restoration of 
the latter, but the underlying fact, with which all adju- 
vants must be correlated, is that the obstruction is 
mechanical and must needs be corrected mechanically. 
The solution of the problem in the early hours when 
but simple obstructions are present may require nothing 
further ; with the incidence of the complications depen- 
dent on strangulation and toxemia, which invariably 
follow the continued presence of obstruction, the relief 
of the obstruction becomes but one of the indications 
to be met and the risk of any operative procedure is 
enormously enhanced. The external obstructions in 
the shape of strangulated hernias present not only the 
classic symptoms but give visible evidence of their 
presence and hence do not offer any problem in recog- 
nition. The internal obstructions are hidden from view 
and are obscure to palpation; to await the onset of 
symptoms which afford indisputable proof of their 
presence in an effort to make a differential diagnosis is 
but to lose invaluable time in combating the approach 
of dissolution. The presence of abdominal pain, nausea, 
vomiting and constipation with an absence of fever and 
leukocytosis should put the burden of proof on the 
attendant to show that no obstruction exists. The his- 
tory, particularly if previous abdominal ailments or 
operations are indicated, the physical examination show- 
ing the presence of active peristalsis, visible or audible, 
with a flat roentgenogram competently interpreted with 
reference to fluid levels and distribution of gas, in addi- 
tion to the three cardinal symptoms of pain, vomiting 
and constipation, will permit of a diagnosis before the 
accession of fever, leukocytosis, distention, paresis and 
profound blood changes indicate the patient’s condition 
to be one of extreme gravity. 

The preparation of such patients is most important 
and will depend on their condition on admission to the 
hospital; when the patient is dehydrated, lost fluids 
and chlorides are to be replaced, and when debilitated, 
resistance increased by transfusion before operation is 
undertaken. 

The type of operation must be suited to the local 
lesion and to the patient’s condition ; release of obstruct- 
ing bands and adhesions, resection of tumors by the 
one or two stage methods, resection of gangrenous 
intestine with end to end anastomosis or exterioration 
as a shotgun barrel enterostomy, enterostomy above the 
obstruction alone, or combined with the removal of 
the latter, all find their place in the various phases and 
stages of obstruction. Intussusception is characterized 
by symptoms which rather readily distinguish it from 
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other forms of obstruction; namely, age incidence, 
bloody stools and a palpable mass. The common or 
ileocolic variety is seen in infants, the rarer colocolic 
is occasionally observed during childhood, and a still 
rarer variety may be noted at any age and at almost 
any point of the intestinal tube as the result of per- 
verted peristalsis dependent on an intra-intestinal neo- 
plasm. It seems trite to state that diagnosis should be 
made on the three cardinal symptoms mentioned before 
distention beclouds the picture, and appropriate treat- 
ment applied before gangrene renders difficult or impos- 
sible its successful accomplishment. When confronted 
with evidence of obstruction, it may be well for one to 
remember that during infancy intussusception is the 
common cause, that during early adult life hernia and 
peritoneal adhesions are responsible for the majority, 
while in late adult life carcinoma becomes the greatest 
causative factor. 
ULCER 
The complications of peptic ulcer urgently demanding 
treatment are hemorrhage and perforation. Hemorrhage 
rarely presents as an emergency requiring operation 
for its control but does at all times call for urgent 
and appropriate treatment, occasionally being of such 
massive extent as to lead to an immediate fatality. 
Acute perforations give rise to agonizing pain with 
coincident nausea and vomiting, the abdominal muscu- 
lature assuming a boardlike rigidity. Primary shock 
may be present or absent ; when primarily absent or the 
patient is seen during the stage of reaction, a normal 
temperature and pulse may lull one into a sense of false 
security. Delay in diagnosis and treatment at this stage 
is but to invite disaster ; with the appearance of symp- 
toms indicating a spreading peritonitis, the favorable 
time has passed.and the grim specter is in the offing. 
With or without a history of digestive disturbance indi- 
cating ulcer, the sudden onset of pain, the tenderness 
and rigidity of the abdominal muscles, the shallow, 
costal type of respiration, the tenderness of the pelvic 
peritoneum when elicited and the presence of gas as 
shown by the flat x-ray film should enable one to make 
an early diagnosis. My experience with acute perfora- 
tions doubtless parallels that of other surgeons; I have 
lost no patient operated on within six hours after per- 
foration and have saved but one operated on twenty- 
four hours or longer after perforation ; within these time 
limits the mortality shows a progressive increase with 
each added hour of delay. Closure of the opening with 
superimposed layers of Lembert sutures and an omental 
fat graft suffices not only to control leakage but in a 
goodly percentage to secure healing of the ulcer as well. 
The employment of additional measures such as exci- 
sion or cauterization of the ulcer, pyloroplasty, gastro- 
enterostomy or resection of the stomach will depend on 
the extent, character and location of the local lesion 
and the general condition of the patient. The prime 
consideration in such catastrophes is the saving of life; 
this is accomplished by the stoppage of the leak. It may 
be stated as a general rule that the greatest safety to 
the greatest number prohibits doing more, yet in 
presence of marked pyloric or duodenal obstruction, 
granting that the condition of the patient permits, addr 
tional measures may be undertaken with reasonable 
safety, giving assurance of relief and obviating a secom 
operation. > 
DIVERTICULITIS Re 
Diverticulitis occurring in Meckel’s diverticulum ang 
obstruction having its origin in the various forms of 
this vestigial remnant have been long recognized 
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occasional causes of acute abdominal catastrophes; 
during the present century diverticula in other portions 
of the intestinal tract have come to be known as acting 
in a similar capacity, while hemorrhage and perforation 
complicating peptic ulcer in Meckel’s diverticulum are 
being reported with increasing frequency. None of the 
symptoms dependent on the presence of diverticula and 
their complicating disease, with the exception of those 
at the pharyngo-esophageal junction, are pathognomonic 
and a differential diagnosis cannot be made on clinical 
evidence alone. Diverticula other than Meckel’s are 
readily revealed by the x-ray film but it is not always 
advisable to employ the barium sulfate meal or enema 
in the presence of their disastrous complications. The 
symptomatology of the inflammatory lesions of Meckel’s 
diverticulum and of single diverticula situated elsewhere 
closely mimics that of the appendix and oftentimes 
clinically is not distinguishable from it, consisting of 
pain, nausea, vomiting, localized tenderness and rigidity 
with an increased leukocyte count. The complications 
readily convertible into catastrophes are acute diver- 
ticulitis, suppurative peridiverticulitis, perforation with 
diffuse peritonitis and obstruction. Their surgical treat- 
ment does not differ from that of similar pathologic 
lesions dependent on other causes. 


PANCREATITIS 

Acute pancreatitis is an infrequent cause of abdom- 
inal catastrophes, being responsible for less than 1 per 
cent of such cases. Its rarity and the similarity of its 
symptoms to those of perforated peptic ulcer and of 
gangrenous and perforative cholecystitis and in its later 
stages to those of intestinal obstruction account for the 
infrequency of correct preoperative diagnosis. Clinically 
it appears as acute pancreatic edema, acute pancreatic 
necrosis, acute hemorrhagic pancreatitis and pancreatic 
abscess, which are not separate clinical entities but rep- 
resent different stages of the same process, the origin 
of which is not entirely clear. There are no pathogno- 
monic symptoms, the most important encountered being 
pain, vomiting and collapse. Laboratory examinations 
are not of great aid in reaching a diagnosis; the white 
cell count in our series of thirty-one varied from 5,300 
to 26,000 ; the urine in all showed albumin, none showed 
sugar ; bile, casts, microscopic pus and blood were noted. 
The liberation of the pancreatic ferments leads to an 
increase in the amount of diastase in the blood and 
urine; the urine normally contains from 10 to 20 units 
of diastase ; in acute pancreatitis this may be increased 
to 100 or 200 units, constituting a reliable corroborative 
symptom when laboratory facilities for its determina- 
tion are available. Previous history of gallbladder dis- 
ease, pain radiating from the right costal margin across 
the upper part of the abdomen, tenderness following the 
course of the pancreas, pain and tenderness to the left 
of the upper midline and detection of a mass in the 
pancreatic area are beacon lights when elicited. After 
all it is not so important to make a correct diagnosis 
of acute pancreatitis as it is to make a diagnosis of an 
acute surgical lesion in the upper part of the abdomen; 
the. predominance of symptoms at and above the 
umbilicus will usually permit of their localization, when 
Prompt operation will direct one to the pathologic con- 
dition.” The indications are to relieve tension, to stop 
hemorrhage, to prevent leakage and to afford drainage. 

uxiliary measures directed to the gallbladder and 
common duct, when the condition of the patient per- 
mits, are useful procedures in promoting recovery and 
securing immunity from ‘further attacks. 
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RUPTURED ECTOPIC GESTATION 

A ruptured ectopic gestation offers a dramatic picture 
which should give but little difficulty in interpretation. 
It seems to me that in the future the aim of-the pro- 
fession should be to prevent this complication by making 
an effort to recognize and remove an ectopic gestation 
before its rupture. Rupture of the sac is accompanied 
by sudden abdominal pain, at times vomiting, usually 
faintness, arfemia and collapse; the pulse is rapid, of 
small volume and the temperature is subnormal. The 
abdomen is tender but not rigid; vaginal examination 
reveals a tender pelvis with or without a palpable mass 
and at times percussion will reveal free fluid in the 
abdomen. Severe hemorrhage from a ruptured graafian 
follicle gives a similar clinical picture, but the accom- 
panying evidences of pregnancy are lacking ; indications 
for treatment in the two conditions are identical. It has 
been argued in some quarters that death from hemor- 
rhage does not occur and consequently that cases of 
ruptured ectopic gestation should be treated expectantly 
until full recovery has occurred from the primary shock 
and depression. It is readily admitted that in some 
cases the shock and depression are out of all proportion 
to the direct blood loss, clearly indicating that in such 
cases factors other than hemorrhage play a role and 
that delayed operation in such instances may lessen the 
hazard to the patient. It is further admitted that, if at 
the time the patient comes under observation there is 
evidence of cessation of bleeding, delayed operation 
may again be advantageous. On the other hand, it is 
submitted from personal knowledge that patients do die 
from primary hemorrhage; it is further submitted that 
it is impossible to distinguish on clinical signs alone the 
case in which the alarming symptoms are largely due 
to shock from the one in which they are largely due to 
hemorrhage, The blood count cannot be relied on for 
an accurate estimate of blood loss because. of fluid 
concentration ; hence unless the lapse of time since the 
onset of symptoms and the condition of the patient 
plainly indicate that cessation of bleeding has occurred, 
it has been my practice to rehabilitate the patient with 
transfusion and to do an immediate operation. 


CHOLECYSTITIS 


Acute cholecystitis furnishes an instance of the 
acutely involved abdomen about the proper treatment of 
which there is as yet no unanimity of opinion. Typical 
cases are readily recognized, the atypical ones as readily 
confounded with appendicitis, leaking peptic ulcer and 
pancreatitis. Difference of opinion arises when the 
question of their consideration as surgical emergencies 
is approached; gangrene and perforations readily fall 
within this category, but the advisability of early or of 
delayed operations in acute inflammations of the gall- 
bladder finds both proponents and opponents. To review 
the arguments for and against and to survey the statis- 
tical results are beyond the scope of this paper. My own 
belief and practice is to place the acute obstructive 
type of cholecystitis in the emergency class, since 95 
per cent of all cases of gangrene and perforation occur 
in this group. The infectious type of cholecystitis with- 
out obstruction does not carry with it much threat of 
these complications; both empyema and hydrops are 
chronic obstructive lesions and are relatively free from 
such dangers and hence offer some basis for the argu- 
ments of those who would place them in the elective 
group. With coincident blockage of the cystic duct and 
the presence of active infection in the gallbladder, delay 
only too often invites the appeafance of complications 
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which not only enhance the danger to the patient but 
increase the technical difficulty of a subsequent opera- 
tion. Gangrene, perforation into the liver with the 
formation of a hepatic abscess, perforation through 
the free surface with resultant diffuse peritonitis, or if 
walled off by adherent adjacent viscera, the production 
of a subhepatic abscess, cholangeitis, hepatitis and pan- 
creatitis all follow in the wake of acute infection in an 
obstructed gallbladder ; their prevention by early opera- 
tion will give both a lower morbidity and a lower mor- 
tality than the expectant plan of treatment with delayed 
operation. To consider them as emergencies does not 
prohibit the expenditure of some hours in buttressing 
the liver with dextrose, in correcting the deviations in 
body chemistry and in restoring the proper balance in 
body fluids. 
COMMENT 

While it is vitally important to recognize and act on 
symptoms urgently indicating surgical intervention in 
acute abdominal catastrophes, it is equally important to 
appreciate the source of threatening symptoms caused 
by conditions not amenable to surgery. A good general 
rule is to regard the presence of pain, nausea, vomiting 
and constipation for as long as six hours as indicative 
of an intra-abdominal surgical lesion until proved other- 
wise ; while the absence of constipation and the presence 
of diarrhea usually betoken medical rather than surgical 
illness, they cannot be accepted as positively excluding 
the latter. A well taken history combined with a com- 
plete physical examination and an analysis of the blood 
and urine should be given every patient presenting 
acute abdominal symptoms; by so doing one may hope 
to avoid the pitfalls in diagnosis in differentiating 
between surgical lesions and medical ailments which 
simulate them. Among the latter to be borne in mind 
are the abdominal crises of lead poisoning, the gastric 
crises of tabes dorsalis, diabetic acidosis, diaphragmatic 
pleurisy and incipient or central pneumonia, coronary 
thrombosis, renal and ureteral calculi and lesions of the 
female pelvic organs, particularly salpingitis in unmar- 
ried girls. All of these should be rather readily recog- 
nized on a careful diagnostic study. 

321 West Broadway. 


ABSTRACT OF DISCUSSION 


Dr. Frank H. Laney, Boston: I don’t know any subject 
that needs stressing more than the subject of acute conditions 
of the abdomen, and I don’t know any one better qualified to do 
it than Dr. Abell. I should like to bring out a few additional 
facts. One is the question of peptic ulcer hemorrhage. Sur- 
geons, and certainly gastro-enterologists, easily get the point 
of view that the undesirable time to operate on a patient with 
a gastric or duodenal hemorrhage is when he has a hemorrhage. 
That is the time when the vascular balance is upset, when the 
patient is easily shocked, and when relatively extensive operative 
procedures must be undertaken. There are two types of hemor- 
rhage from ulcer, one which will cease spontaneously, which 
is repeated only once or twice, and the other type of repeated 
massive hemorrhage which has gone on and in a certain number 
of cases will go on to a fatality. Here can be displayed the 
highest degrees of surgical judgment and diagnostic acumen 
in selecting the type for surgical intervention because here the 
hazard is tremendous yet justifiable. In the patients going 
progressively downhill, with repeated hemorrhage, even though 
the mortality is 50 or 60 per cent, it is justifiable to open the 
abdomen and inspect a duodenal ulcer to see whether or not it 
can be removed by radical pylorectomy. This is a horrid opera- 
tion to look at, a tearing out of the duodenum, but the bleeding 
vessel can be tied and cafh be controlled. At times the patient 
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will not stand this procedure and it is justifiable to incise the 
pylorus, demonstrate the ulcer and transfix it with silk and do 
a gastro-enterostomy. I don’t know what there is about a 
rectal examination, but the doctors don’t like it and neither 
do the patients. I have made more mistakes by omitting a 
rectal examination than by the omission of any other diagnostic 
feature in connection with abdominal diagnosis. Here the 
pelvic abscesses, here the pelvic appendixes hanging in the 
pelvis, that do not show through abdominal palpation, can often 
be demonstrated. Here many a patient with a carcinoma of 
the stomach which seems operable will be found to be inoperable 
by the demonstration of the nodules of malignancy in the pouch 
of Douglas. The question of uterine pregnancy can be settled 
very simply without an abdominal operation. The patient can 
be put up in stirrups and a simple vaginal puncture will demon- 
strate the presence of blood in the pelvic cavity. Dr. Abell has 
mentioned Meckel’s diverticulum. The necessity of searching 
for regional ileitis should be kept in mind, and it is important 
that gastro-enterologists should urge radical removal of this 
lesion on their surgical friends, lest they become too conserva- 
tive. In my hands, resection has been done in sixteen out of 
nineteen of these cases, and all the patients are well. When- 
ever I have done the conservative operation, I have been sorry. 
Given regional ileitis, resection, provided the patient’s con- 
dition will permit, is, I believe, by far the best procedure. 
The more experience I have with acute cholecystitis, the more 
I lean toward immediate operations and total removal when 
it can be done with safety. 

Dr. Rosert Lee Payne, Norfolk, Va.: Most of the cases 
present acute problems and the patients are so desperately sick 
that diagnosis is often impossible. The first practical point 
is the blood count. In most of these cases I find that the total 
white count is low, indicating more or less embarrassment or 
toxic paralysis of the activity of the bone marrow, and a high 
neutrophil count. The practical point is to determine the 
presence of toxic granulation in the neutrophil. If there is a 
marked toxic granulation in the neutrophil, one may be reason- 
ably sure that the patient’s resistance is extremely low and that 
the possibility of doing something for him is very bad. The 
next point is the use of morphine. The common knowledge 
prevails that morphine is given these patients before they come 
to us, thus making the diagnosis obscure. In the evaluating 
of symptoms such an abdomen presents, there are two reflexes 
to consider, the central reflex to the brain and the spinal reflex. 
The spinal reflex cannot be obliterated by morphine, but the 
central reflex of pain for the higher centers can be if one will 
study these patients for a few minutes most carefully and get 
in one’s mind a fixed picture of what that abdomen shows and 
then give the patient sufficient morphine, one-fourth, one-half, 
three-fourths or even 1 grain, to obliterate completely the higher. 
sensory reflexes to the brain, one can often go back in thirty 
minutes and go over that abdomen and define accurately the 
location of the lesion. The author has said that our principal 
responsibility is to afford surgical relief in these cases. It is 
equally important to know when not to operate, because surgery 
is often deprecated in the mind of the layman when so many 
of these patients die, because they were operated on as a last 
resort. My experience has taught me that if a correct diagnosis 
cannot be made beforehand one may expect about a 50 per cent 
increase in mortality over those cases in which a correct diagnosis 
can be made. A word about cholecystitis: In an analysis of 355 
cases, I found sixty-five classified as real, acute cholecystitis, 
and of these twenty-nine were gangrenous. The mortality im 
these twenty-nine cases after cholecystectomy was two, OF 
10 per cent. If there are going to be twenty-nine gangrenous 
gallbladders in sixty-five acute cases of cholecystitis, it is clearly 
indicative of the fact that these cases come into the surgeon's 
care too frequently at a late stage. 

Dr. Harvey B. Stone, Baltimore: Dr. Abell’s opinion that 
a prompt operation in most of the various phases of acute 
appendicitis is advisable seems to me the wise principle t 
adopt, particularly when qualified by his advice as to measures 
for rehabilitation of the patient’s general condition, and skill 
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necessity for prompt and early operation in acute mechanical 
intestinal obstruction strikes a most responsive chord also. 
The administration of intravenous fluid, salt and dextrose and 
the decompression of the upper alimentary tract by catheter 
and suction have proved great aids in the treatment of obstruc- 
tion, but their very value has had a tendency, which I regard 
as dangerous, to cause them to be considered reasons for defer- 
ring operation. They are accessory measures that should be 
instituted before, during and after operation, but the essential 
treatment of the condition is the prompt surgical relief of the 
obstruction itself. There has recently developed a feeling with 
regard to acute pancreatitis that some modification should be 
made in the accepted treatment which Dr. Abell has set forth 
in his paper. This view holds that the fulminating cases can- 
not be helped by drainage or any other surgical procedure, and 
the less intense forms of the disease, if let alone, may subside 
into a state at which later operation is helpful but may be 
accentuated by premature surgical intervention. A _ certain 
amount of clinical evidence is adduced to support this position. 
The statements of Dr. Abell about perforated peptic ulcer, 
diseases of diverticula and ruptured ectopic pregnancy present 
a clear and sound surgical view of these catastrophes, and, while 
individual opinions may differ on some details, his summary 
represents accurately the present prevailing ideas. His com- 
ments on the treatment of acute conditions of the gallbladder 
is particularly pleasing to me, as I have for some years been 
a convert to the prompt operation school of thought in this 
group of lesions. Of great importance is the emphasis he has 
placed on the necessity to think of, examine for and, if possible, 
exclude conditions that may mimic surgical disasters. As 
surgeons grow in experience and judgment, they become increas- 
ingly reluctant to operate without concrete and convincing rea- 
sons. The surgical beginner, tortured by the quite conscientious 
fear of concealed damage rapidly growing worse, may feel 
forced to explore an obscure case in.which a more mature 
surgeon, estimating all the elements of ‘the situation, including 
the general condition of the patient, will feel safe in waiting 
longer in the hope that the uncertainties will clear up. 

Dr. SAMUEL MoreIN, Providence, R. I.: This comprehen- 
sive paper and the points brought out by the discussion bring 
to mind the seriousness of the diagnosis of an acute abdominal 
emergency which may become a catastrophe. I have in mind 
spontaneous pneumothorax. This condition does not frequently 
present symptoms of an acute abdominal emergency; however, 
on occasion it may. Given a patient with symptoms of dys- 
pepsia of many years’ duration with a positive diagnosis of 
peptic ulcer and lacking any previous history of pulmonary 
disease, an emergency call from him presenting symptomatol- 
ogy of an acute abdominal condition and no symptoms with 
reference to the chest will lead one to assume that a perforated 
peptic ulcer exists. Recently I had occasion to see two such 
cases. In both there were practically no symptoms with refer- 
ence to the chest, and what saved these two patients from 
unnecessary surgery and possibly saved their lives was that 
further attention was paid to the chest before calling a surgeon. 
X-ray examination, merely a flat plate, disclosed a spontaneous 
pneumothorax on the right side in each instance. A little con- 
servatism had meant the saving of the lives of these two 
patients. I agree with Dr. Lahey that more rectal examinations 
May mean the saving of these patients from unnecessary sur- 
gical intervention. In my opinion a more frequent use of the 
Stethoscope also, instead of centering entire attention on the 
abdomen, not overlooking the fact that the x-ray examination 
1S important, will supply valuable information. 


Dr. Hyman I. Gotpstern, Camden, N. J.: I wish to report 
the occurrence of massive bleeding from the stomach in two 
Patients, of the same family, neither of whom required surgical 
intervention for their repeated hematemesis or gastrorrhagia 
(telangiectatic gastrostaxis or bleeding due to gastric telangiec- 
atic dysplasia). These patients gave a history of the usual 

n familial epistaxis and widely scattered telangiectatic 
lesions similarly affecting many members of the family. In 
one of these patients telangiectases were seen proctoscopically. 
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These patients should never be operated on for the bleeding. 
They are similar to those reported by Dr. Abell. Injections of 
moccasin’ snake venom and the oral administration of solution 
of Russell viper venom, with small blood transfusions when 
necessary, are helpful in these cases. The second matter to 
which I wish to call attention concerns the records of two 
fatal cases of terminal or distal ileitis, “Combe-Saunders- 
Abercrombie’s disease,’ or what has in the past five years 
been referred to as “Crohn-Ginzburg-Oppenheimer’s distal 
ileitis,” if an,eponym is to be used for this definite clinical 
entity. On July 4, 1806, before the Royal College of Physicians, 
of London, Charles Combe and William Saunders reported a 
typical fatal case of terminal ileitis with 2 or 3 feet of the intes- 
tine involved, under the title “A Singular Case of Stricture and 
Thickening of the Ileum.” John Abercrombie (1780-1844) 
reported a case in a girl, aged 13, with about 18 inches of the 
lower end of the ileum involved. The lungs and all other 
viscera were healthy. If we are to continue to use an eponym 
for this clinical entity, let it be Saunders-Abercrombie-Crohn’s 
disease. ; 

Dr. M. G. Wout, Philadelphia: There is one phase in the 
diagnosis of acute abdominal catastrophe that should be stressed. 
There are patients with metabolic disturbances who may present 
abdominal symptoms which will often mimic intra-abdominal 
lesions. I refer particularly to the acidosis of diabetes mellitus, 
in which condition the nausea, the vomiting, the abdominal 
soreness and even the leukocytosis and fever will often prove 
confusing in a differential diagnosis. In hyperthyroidism 
patients may likewise exhibit acute attacks of vomiting, and 
abdominal pain which may erroneously be construed as due 
to an acute intra-abdominal surgical lesion. Drs. W. E. and 
H. F. Robertson and I recently reported three such cases that 
came under observation at the Philadelphia General and Temple 
University hospitals, in which the abdominal symptoms were 
so severe as to suggest a surgical abdominal catastrophe. One 
of these patients, after several consultations with one of the 
leading surgeons in Philadelphia, was operated on for an 
appendiceal abscess. A normal appendix was found. A second 
patient at postmortem failed to show any abdominal patho- 
logic condition to account for the severe abdominal symptoms 
that were interpreted as a surgical abdominal catastrophe. It 
is worth emphasizing that in an acute abdominal catastrophe, 
if-the patient is known to be a victim of a metabolic disorder, 
the abdominal symptoms may be referable to this metabolic con- 
dition rather than to a surgical lesion. If this is borne in 
mind, the grave risk of an unnecessary exploratory operation 
in such patients will be avoided. 

Dr. JouN FALton, Worcester, Mass.: I have a minor sug- 
gestion for the diagnosis of extra-uterine pregnancy. The 
patient with extra-uterine pregnancy who comes in during a 
massive hemorrhage is not an especial diagnostic problem. 
The woman entering for acute abdominal symptoms, with a 
history of something that may or may not have been a hemor- 
rhage a few days before, is the puzzle. My colleague Dr. J. J. 
Dumphy and I have found an increased van den Bergh reaction 
in two thirds of about fifty patients seen in this stage; that is, 
if enough hemoglobin has been broken down and reabsorbed 
from the pelvis, the blood bilirubin is appreciably raised. 








Garrison and Music.—No matter on what subject Gar- 
rison was writing, somehow he had to bring in music and then 
of course Brahms. His countless editorials and articles are 
full of excursions into the field of music. Garrison’s skill in 
bridging history with art is to a large degree responsible for 
the distinctive, rich style of his writings. His prose often 
attains rare beauty and sweeping forcefulness. There can be 
found sentences in his writings which “compass the whole 
inner rhythm of life” and passages which take the reader on 
a whirlwind tour through the arts of all ages. Then again 
there are charmingly loquacious reflections of a resigned, sadder 
but wiser man. Dull and dry he never could be.—Tietsch, F. L.: 
The Colonel Played the Piano, Bull. Inst. Hist. Med. 5:360 
(April) 1937, 
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Schizophrenia, by reason of the incapacity which it 
produces and by reason of the fact that it is essentially 
a chronic disease with a comparatively low direct mor- 
tality rate, is one of the most serious disorders, both 
from the individual and from the economic point of 
view. The actual expectation of schizophrenia in the 
general population is not high, amounting, according 
to Sjogren,’ to from 0.38 to 0.98 per cent. The 
admission rate is in the neighborhood of 25 per cent 
of all first admissions to mental hospitals. From 1917 
to 1934 in the state of Massachusetts * the percentage 
fluctuated from 20 to 27.8. Because of the chronicity 
of the disorder, however, schizophrenic patients occupy 
one fifth of all the hospital beds in the United States, 
reckoning in general hospital as well as in mental hos- 
pital beds.* 

The spontaneous remission rate has been variously 
computed at from 20 to 40 per cent. Factors that have 
a bearing on this variation are the length of time on 
which the calculation is based and also whether the cases 
were early ones coming to clinics or later ones coming 
to mental hospitals. 

In view of the fact that therapeutic procedures are 
most efficacious when applied early, it is important that 
the onset of the disorder be promptly recognized. This 
is often insidious. A common early symptom is a grow- 
ing loss of social interest, the patient preferring to stay 
at home rather than go out and “mixing.” There is 
growing indifference to the people about him and 
toward his former interests. Undue suspiciousness may 
appear, as when the person begins to feel that others do 
not care for him or that they are talking about him. 
There may be gradual failure in work, resulting partly 
from growing indifference and partly from failure in 
concentration. The latter symptom is one of which the 
individual himself often complains, saying that he can 
no longer follow out his train of thought or that he 
cannot keep track of what he has been reading. Odd 
mannerisms or ways of acting may appear and these 
seem to cause the patient very little concern. There 
may be undue worrying over his physical condition, and 
this is especially suspicious when the complaints are 
unusual and unlikely. These complaints often go 
together with statements by the patient that he feels 
he ought to build himself up by means of dieting and 
exercise. Less frequently one notes the appearance of 
new interests which seem to be out of line with the 
patient’s personality, such as sudden religious activity, 
sudden interest in rather unusual topics such as phi- 
losophy and metaphysics, and sudden determinations to 
cut himself off from the world and to be especially 
pure and apart from others. 





; bing Eli Lilly Company of Indianapolis gave generous supplies of 
insulin. 

From the Research Service of the Worcester State Hospital and the 
Memorial Foundation for Neuro-Endocrine Research. 
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Agents have been found in recent years that will 
produce marked ameliorations, but the improvements 
have been, for the most part, very fleeting. In 
1933 Manfred Sakel* introduced the insulin treat- 
ment of schizophrenia. He claimed exceptionally high 
recovery rates. He stated that in early cases, and by 
this he meant cases in which not more than six months 
had elapsed since the first changes were noted, it was 
possible to produce full remissions in 70 per cent. In 
addition, he asserted that a further 18 per cent could be 
sent home fit to carry on their work although not fully 
restored to health. Since that time further series of 
cases have been reported by Sakel® and Dussik and 
Sakel,? by Miuller* in Switzerland, by Benedek * in 
Hungary and by Berglas and SusSi¢ ® in Czechoslovakia, 
All these workers report very high remission rates, the 
majority of them being as high as those reported by 
Sakel. Various smaller series have been produced, the 
majority of which have also given favorable results." 
We began the use of the Sakel method in March 1936, 
It is interesting to note that there is a higher proportion 
of unfavorable or guarded reports by writers whose 
series are small, a fact which suggests that experience 
is an important factor in obtaining the best results from 
this technic. 
CASE MATERIAL 

Six of our cases were selected as old ones, none of 
them being of less than four years’ duration. The 
remaining nineteen cases were chosen as representing 
the most recent cases available. In seven cases symp- 
toms were of less than six months’ duration and in the 
remaining twelve cases symptoms had been present for 
from one-half to three years... Six of our subjects 
were women. No case was accepted in which there 
was any suspicion of cardiac, renal or pulmonary dis- 
order. The age distribution was from 13 to 42 years. 
No attempt was made to select on the basis of reaction 
type or on probability of recovery. Our experience in 
the latter regard has been that the correlation between 
prognosis recorded at the time of admission and sub- 
sequent progress is almost negligible. 


TECHNIC 


Treatment consisted in giving insulin, 20 units, sub- 
cutaneously to the fasting patient. In some cases this 
was given daily and in a few twice daily. The dosage 
was raised by from 2 to 10 units until a clear-cut hyper- 
insulin reaction was produced. Thereafter the dosage 
was dependent on the progress of the patient. In the 
majority of cases dosage was increased until coma was 
produced. We have followed Sakel’s technic closely. 
Our only deviation has been in a greater utilization of 
intravenous dextrose in terminating the insulin reaction. 
After extensive comparison of this method with that 
advocated by Sakel, namely, the administration of sugaf 


4. Sakel, Manfred: Schizophreniebehandlung mittels Insulin Hypo 
glykamie sowie hypoglykimischer Schocks, Wien. med. Wcehnschr. 84 
1211 (Nov. 3), 1265 (Nov. 17), 1299 (Nov. 24), 1326 (Dec. 1), 13 
(Dec. 8), 1383 (Dec. 15), 1401 (Dec. 22) 1934; 85:35 (Jan. 5), 68 
(Jan. 12), 94 (Jan. 19), 121 (Jan. 26), 152 (Feb. 2), 179 (Feb. 9) 1935. 

5. Sakel, Manfred: Neue Behandlungsmethode der Schizophremit, 
Vienna and Leipzig, Moritz Perles, 1935. 

6. Dussik, K. T., and Sakel, Manfred: Ergebnisse der Hyposly 
kamieshockbehandlung der Schizophrenie, Ztschr. f. d. ges. Neurol. & 
Psychiat. 155: 351-415, 1936. 3 

7. Miller, cited by Glueck, Bernard: Hypoglycemic State in the 
Treatment of Schizophrenia, J. A. M. A. 107: 1029-1031 (Sept. 26) 1936. 

8. Benedek, Ladislaus: Insulin-Schock-Wirkung auf die .Wa 
mung, Berlin, S> Karger, 1935. 

9. Berglas, B., and Susi¢, Z.: Ueber die Hypoglykamie-Chokbehant 
ane der Schizophrenie, Psychiat.-neurol. Wchnschr. 38: 599-602 (Nov. 

1936, 

10. Langfeldt, Gabriel: Die Insulin-Chokbehandlung der Schizophre 
Psychiat.-neurol. Wehnschr. 38: 483-484 (Sept. 19) 1936. eview: 
Uebersicht iiber die nach der Methode der Wiener psychiatrischen 
(Hypoglykamie-Chok) behandelten Schizophreniefille, ibid. 38% 4 
(Aug: 22) 1936. . Friedlander, Karl: Insulin Chokbehandlung der 
phrenie, ibid. 38: 520 (Oct. 10) 1936. ee 
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by nasal tube, we have been unable to note any con- 
siderable advantage in the use of the latter. 

The earliest symptoms of hypoglycemia usually set in 
within half an hour and consist in a slight drowsiness, 
which may increase to actual sleep. About this time or 
a little later some sweating appears, which later may 
become copious. This, together with the fact that the 
heat regulating mechanism appears to become impaired, 
sometimes results in low body temperatures. Conse- 
quently, it is necessary that the patient should be kept 
adequately covered. It is of interest that in spite of 
the low temperatures we have never noted shivering 
or gooseflesh save on two occasions when the patient 
was tending to come out of hypoglycemia spontaneously. 
On the other hand, shivering often sets in within a few 
minutes after the giving of sugar, suggesting that the 
heat regulating mechanism has returned to normal 
functioning. 

At the end of from one to three hours the drowsiness 
begins to pass over into increasing wakefulness, which 
may again, after one-half hour or so, pass over into 
drowsiness, which in turn leads directly into coma. This 
usually is achieved by the third to the fifth hour after 
treatment is commenced. On the other hand, the 
excitement may become very severe and the patient’s 
delusional ideas may become much more vivid. Excite- 
ment of this type, too, may subside into drowsiness and 
coma, but in a certain proportion of cases it becomes 
so severe and exhausting that treatment has to be ter- 
minated. 

Just prior to the commencement of coma, twitching 
and jerking of the face and of the limbs are common. 
Occasionally this jerking may become increasingly 
severe and lead on to convulsions. It is to be noted 
here that, contrary to the usual textbook descriptions, 
convulsions when the patient is in coma are very much 
rarer than they are when he is on the point of enter- 
ing coma, 

We usually consider somewhat arbitrarily that coma 
is present when the patient can no longer swallow— 
when, if he is turned on his side, saliva tends to drool 
from the mouth, or when, on the eyelids being drawn 
up, the eyeball is found to be wandering slowly in the 
orbit. The pulse, which tends to increase in frequency 
up to the tine of coma, begins to fall somewhat as 
coma progresses but rarely falls to the pretreatment 
level. The same is true in general of the blood pres- 
sure. Coma may be prolonged for varying periods 
from ten minutes up to about one and one-half hours, 
but the total duration of the treatment should not exceed 
five hours, as there is a very considerable danger of 
irreversible brain changes occurring if hypoglycemia is 
allowed to persist. A mishap particularly to be guarded 
against is to allow hypoglycemia to become reestablished 
while the patient is asleep and remain undetected until 
the following morning." 

Treatment can readily be terminated by the giving of 
carbohydrate. When it is desirable to terminate it 
before the onset of coma, the patient drinks a sugar 
solution and then takes a high carbohydrate meal. 
When the patient is in coma, treatment may be ter- 
minated either by the administration of 200 Gm. of 
sugar by nasal tube or by means of intravenous admin- 
istration. On the whole, nasal administration is pref- 
erable, save when speed is indicated. Within a minute 
after the intravenous injection of from 50 to 100 cc. 
of 25 per cent dextrose the patient is more or less 





wi: Wohlwill, F.; Ueber Hirnbefunde bei Insuliniiberdosierung, Klin. 
rchuschr. 7: 344 (Feb. 19) 1928. Stief, A., and Tokay, L.: _Beitrage 
~ Histopathologie der experimentallen Insulinvergiftung, Ztschr. f. d. 
8s. Neurol. u. Psychiat. 189: 424, 1932. 
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completely aroused and within five minutes may be up 
and walking about. It is a useful precaution to have the 
needle attached not directly to the syringe but by means 
of a piece of rubber tubing about 5 inches long. In 
this way, should the patient be jerking, there is less 
chance of the needle being pulled out of the vein. Nasal 
administration results in the patient coming out more 
slowly and he may not be fully roused for one half 
to three quarters of an hour. Whatever route is used, 
it is of the utmost importance that the patient should 
immediately be given a meal. Otherwise the sugar 
given may be burned up and the patient pass back 
into hypoglycemia. 

It has been noted that the giving of sugar may actu- 
ally increase the intensity of the hypoglycemic symp- 
toms. We have observed indeed in cases in which 
treatment was terminated before coma that the mere 
sight of the sugar solution being brought to the patients 
to drink has on occasion produced an increase in sweat- 
ing or has provoked it when it was not present. On 
several occasions, too, we have noticed that the patient 
has gone rapidly into deeper coma after a nasal admin- 
istration of sugar. These intensifications usually last 
only a matter of minutes. 

The essential principle of the treatment, as far as 
it is at present understood, consists of the fact that in 
general the mental state in which the patient finds him- 
self at the time of termination of treatment tends to 
persist throughout the day. Consequently in excited 
antagonistic patients we endeavor to terminate treat- 
ment when the patient is quiet, drowsy and affable. In 
cases in which there are severe delusional ideas we 
terminate as a rule after coma has been established. 
If the patient is stuporous or slowed down we ter- 
minate during a period of increased activity. 

It is necessary to stress that the psychotherapeutic 
aspect of the treatment ‘is important. In this treatment, 
however, psychotherapy is based on a somewhat dif- 
ferent principle from that which obtains in other ther- 
apy. The usual concept underlying psychotherapy is 
that there is a conflict between desires or fears and that 
this conflict is causal of the abnormal behavior. Under 
such circumstances it is the object of psychotherapy to 
find a solution by compromise or by removal of one 
of the conflicting trends. In insulin treatment this 
appears to be quite unnecessary. Indeed, the direction 
of the patient’s attention to his psychotic behavior and 
a deep probing into painful experiences that are atten- 
dant on such psychotherapeutic procedures are definitely 
contraindicated. We abandoned this early in favor of 
dealing with the patient in such a way that he was 
kept as tranquil as possible both during the treatment 
and during the treatment-free periods. It is particu- 
larly important that during treatment all stimuli should 
be reduced as far as possible and to this end the room 
is kept somewhat darkened and kept as free from sound 


as possible. 
DANGERS 


As can be readily grasped from the nature of the 
treatment, great care and vigilance are required through- 
out the period of treatment. The outstanding dangers 
are the possibility of delayed relapse into hyperin- 
sulinism and failure to recognize it. When vomiting 
occurs or when the patient eats inadequately or even 
when he has eaten a good—but under the circumstances, 
inadequate—meal, the symptoms of hyperinsulinism 
may come on later in the day. In two cases we have 
seen these symptoms reappear as late as seven hours 
after the termination of treatment. Should these 
symptoms not be noticed and should the patient pass 
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during his sleep into progressively more severe degrees 
of hypoglycemia, the results may be extremely 
unfavorable. 

A second danger consists of collapse during a con- 
vulsive seizure. We have seen perhaps thirty or 
thirty-five seizures in all but have noted no very serious 
degrees of collapse beyond stoppage of respiration for 
periods of up to twenty seconds and some passing insta- 
bility of the pulse. We consider that when convulsions 
occur treatment should be terminated immediately by 
means of intravenous sugar. In view of the observa- 
tions of Cannon, McIver and Bliss ** that in experimen- 
tal animals larger doses of insulin evoke secondary 
discharge of epinephrine from the adrenal glands, we 
made a special search for possible epinephrine symptoms 
when seizures were threatening. At such times it was 
noted that the pulse became more frequent, that there 
was some diminution in sweating and that the pupils 
widened. This widening usually appeared immediately 
before the bursts of clonic shocks which precede, as a 
rule, the full-blown seizure. During this preconvulsive 
period the patient’s general attitude is one of defense 
and, though he is usually very clouded, one gets a gen- 
eral impression of apprehension. Shaking the patient 
or moving him briskly, as in preparing him for an 
intravenous injection, intensifies the clonic shocks and, 
on one or two occasions, particularly active interference 
such as turning him quickly in bed has been followed by 
a seizure. At these times, too, there is often a marked 
degree of exophthalmos, this symptom also increasing 
on interference. On the other hand, we have failed to 
produce seizures by means of intravenous injection of 
epinephrine (%o0,000 mg.). 

A third danger is that of aspiration pneumonia. Dur- 
ing treatment there is usually increased salivation and 
the saliva is particularly sticky. Should the swallowing 
reflex be abolished in the latter stages of coma, there 1s 
a danger that the saliva may make its way down into 
the lungs. This can be overcome by having the patient 
lying in a semiprone position whereby the mouth is 
lower than the gullet. 

A fourth possible danger is that of complications 
arising from the low body temperatures that are some- 
times produced. Although we have recorded rectal 
temperatures as low as 92 F., we have not seen any 
ill effects from this cause. 

There are a number of other contingencies that arise 
rather infrequently but should be mentioned. Occasion- 
ally one sees a hemiplegia or a more localized paresis 
which, however, passes away within the course of a 
few hours. It is our impression that the disappearance 
is hastened by giving large amounts of sugar. We have 
noted on two occasions that the final disappearance 
immediately followed the administration of dextrose. 
Cases have been reported in the literature in which the 
paresis has persisted for a few days (Ravid,’* Miller 
and Trescher?*). Spasm of the glottis has been 
noticed by us on one or two occasions and pulmonary 
edema has been recorded, although we have not seen it 
in our series. These symptoms are rapidly abolished by 
means of intravenous dextrose. 

A number of fatalities have been reported, particu- 
larly in the earlier literature.* The mortality rate 
amounts to rather less than 1 per cent, which, bearing 





12. Cannon, W. B.; McIver, M. A., and Bliss, S. W.: Sympathetic 
and Adrenal Mechanism for Mobilizing Sugar in Hypoglycemia, Am. J. 
Physiol. 69: 46 (June) 1924. ~ 
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in mind the severity of the disorder and the extremely 
poor outlook, is not a great number if it at all exceeds 
the normal -expectancy for the time period involved. 
These fatalities on postmortem examination have shown 
in one case extensive brain changes, these being asso- 
ciated with an unrecognized return of the hypoglycemia, 
the patient having remained for about forty-six hours 
in a comatose condition before death. In another case 
very severe convulsions developed immediately follow- 
ing treatment. There were abnormal symptoms and the 
patient went downhill rapidly and died. Post mortem 
she was found to have an acute pancreatitis. A third 
patient collapsed a short while after termination of 
treatment and post mortem was found to have a 
coronary stenosis. As will be seen from the previous 
description of the technic, alterations have latterly been 
made which render it unlikely that fatalities from these 
causes, with the exception of the rather strange case of 
pancreatitis, would happen again. 


RESULTS 


Treatment has been completed in seventeen cases. 
These patients were treated from five to six times a 
week over periods that ranged from two to ten months. 
Of our group two have apparently recovered and five 
others have shown themselves capable of being at home 
for varying periods. Of the remaining cases five 
showed no improvement. No ill effects were noted even 
in cases in which treatment had been prolonged. When 
improvement does occur, the first changes consist in an 
increased interest in the environment. Later there are 
changes in the formal behavior. The patient who was 
formerly overactive and impulsive becomes increasingly 
quieter and more orderly. Underactive patients who 
have been refusing to eat or speak now become increas- 
ingly aware of their surroundings, start to talk more 
freely and begin to feed themselves. Patients who have 
been suffering from severe hallucinations and delusions 
find these gradually subsiding. They mean less and 
less to the patient and, in favorable cases, finally dis- 
appear. The capacity to concentrate comes back. In 
some cases there are interesting changes in the sex life 
of the individual. Patients who showed no apparent 
sex interest or only perverted sex interests begin to 
reveal more and more of a healthy heterosexual trend. 
This recovery is, however, quite slow, and it may take 
weeks or months before the best results can be obtained. 

Relapses are frequent. Sometimes it is possible’ to 
ascribe the relapse to errors in the technic and some- 
times they appear to be due to psychologic factors as, for 
instance, when some one endeavors to probe into the 
causes of the patient’s earlier breakdown while his 
recovery is still in its early stages. 


CONCLUSION 


Our year’s experience leads us to feel that the Sakel 
method is a promising therapeutic approach to the 
schizophrenic problem. In our hands the method has 
not yet yielded the high percentage of recoveries 
claimed from some European centers, but since that 
experience appears to be a considerable factor, we 
believe it is wise to suspend judgment as to the 
efficacy of the method. 
tendency of the schizophrenia reaction to show cof 
siderable fluctuation both in its form and in its intet- 
sity, we feel that considerable care must be exerci 
to distinguish between the results of treatment and the 
endogenous fluctuations. ; 

Apart from the value of insulin treatment in the 
immediate alleviation of early cases there are : 






In view of the well known 























a a 


DD we wh eee ee OC 


om 


eh 


(S83 FA55S84 





VoLumE 109 
NuMBER 16 


questions such as the permanence of the recoveries, the 
question of the most favorable kind of case and the 
light which this method may throw on etiology, which 
can be answered only after further investigation. We 
would emphasize most strongly that since experience 
plays such a large role in determining efficacy and fore- 
stalling danger, the method should not be attempted 
save in an adequately equipped mental hospital or under 
the immediate supervision of a well trained psychiatrist, 
who should also be capable of meeting the emergencies 
that may arise. 





THE HYPOGLYCEMIC TREATMENT OF 
SCHIZOPHRENIA 


A PRELIMINARY REPORT, WITH PARTICULAR REF- 
ERENCE TO THE QUALITATIVE STUDY 
OF REMISSIONS 


CHARLES A. RYMER, M.D. 
JOHN D. BENJAMIN, M.D. 


AND 
FRANKLIN G. EBAUGH, M.D. 


DENVER 


In presenting a preliminary report of our experiences 
witli the hypoglycemic treatment of the schizophrenic 
reactions, we wish to discuss briefly the methods of 
study employed as well as the actual results obtained 
in our small series of completed cases. Most of the 
writers in this field have recognized the great difficulty 
involved in the evaluation of therapeutic results, arising 
chiely from the heterogeneity of the schizophrenic 
psychoses, from the conflicting statistics regarding the 
“natural” prognosis of these conditions, taken as a 
group, and from the lack of reliable prognostic criteria 
in the individual cases. If these factors, even in a 
large series, militate considerably against the validity of 
any purely statistical comparison between treated and 
untreated cases, it is apparent that in a small series 
such as ours a statistical evaluation would be worth- 
less. We do not intend to imply that the value of 
Sakel’s method cannot be demonstrated by a quantita- 
tive approach; on the contrary, we feel that the publi- 
cations of Dussik and Sakel* and of Mueller * present 
convincing evidence that insulin shock is a valuable 
therapeutic weapon in the treatment of schizophrenia ; 
and our own results to date, as well as those of most 
other investigators, confirm this. In order to arrive at 
a qualitative judgment regarding the efficacy of and 
indications for the treatment, however, as well as to 
utilize it to the utmost in furthering our very inade- 
quate knowledge of the schizophrenic reactions, we feel 
that more precise methods of study are essential ; such 
methods must of necessity be based not only on the 
observations in cases treated with hypoglycemia, but 
also on more exact studies of the schizophrenic reac- 
tions in general, especially from the point of view of 
differentiation, clinical course and prognosis. One of us 
has been engaged for the past two years in a series of 
Investigations designed to clarify some of these prob- 
lems, since it was felt that without such clarification 

th etiologic and therapeutic research were greatly 
handicapped. This is not the place to report in any 
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detail the results of these studies, which will be pre- 
sented elsewhere on their completion; here we would 
merely touch on a few of them as they relate to our 
work with insulin shock treatment. 

In evaluating the therapeutic efficacy of any treat- 
ment of schizophrenia the following factors must be 
considered : 


1. The percentage of remissions and social recoveries. 
2. The duration of the remissions. 

3. The quality of the remissions. 

4. The speed of recovery. 


Up to the present time we have completed treatment 
of seven patients, of whom six had been manifestly ill 
for periods varying from ten days to three months, 
whereas one patient had chronic paranoid schizo- 
phrenia of at least five years’ duration. The diagnoses, 
duration of illness, and therapeutic results are shown 
in table 1. 

In reviewing the results, one feature of interest is 
immediately apparent. In five of the seven cases, 
including the one chronic case, excellent results were 
obtained ; in the two other cases, both of recent onset, 
no noteworthy changes occurred, and both of these 
cases were characterized by marked affective compo- 
nents. This appears particularly significant in view of 
the well known tendency of such cases to spontaneous 
remissions. If, as some writers have asserted, the effect 
of hypoglycemia were merely to further, by means of 
nonspecific shock, a natural tendency to recovery, one 
would expect these cases to react at least as well as 
the paranoid. Among seven additional patients whom 
we now have under treatment we again included two 
with pronounced affective components and again have 
observed a lack of therapeutic response. The condition 
in both of the cases in our present series remained 
unchanged for a period of several weeks after termi- 


TaBLe 1.—Diagnoses, Duration and Therapeutic Results 








Clinical Duration of Illness Clinieal 
Case Age Sex Diagnosis Before Treatment Result 
a: ae 9 Catatonie sehizo- Two and one- Remission 
phrenia (stupor) half months 
with underlying 
paranoid trends 
2 44 Q Paranoid schizo- Five years Greatly improved 
phrenia (social recovery) 
3 32 Q Catatonie schizo- Two months No change 
phrenia with 
marked depression 
4 23 é Paranoid schizo- Two months Remission 
phrenia 
5 27 of Paranoid schizo- Three months Greatly improved 
phrenia (social recovery) 
6 26 2 Paranoid schizo- One month No change 
phrenia with 
manic features 
7 32 rot Paranoid schizo- Ten days Greatly improved 


phrenia (social recovery) 





nation of the insulin treatment and then began to show 
some improvement; at the present time both patients 
are well on the way to good social recovery. 

In distinguishing between complete remissions and 
social recoveries or marked improvements we have, for 
statistical purposes, followed the example of Sakel and 
Mueller. It is clear, however, that these designations 
are open to considerable variation in usage. Sakel * has 
defined a full remission as one in which “the patient 
is not only symptom free but has full insight 
into his illness, normal emotional reactions, 
and . . . can return to his former work.” He 

3. Sakel, Manfred: Proceedings of the Section of Neurology arid 
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speaks of a “good” remission as one “in which the 
patient is free of schizophrenic symptoms, and can 
resume his former work but has some slight degree 
of defect.” The diagnosis of “some slight degree of 
defect” will in many cases depend on one’s concept 
of schizophrenic symptomatology, as will the finding 
that the emotional reactions are normal. We are in full 
accord with Bleuler’s statement that “in every case the 
diagnosis of recovery is dependent upon the psycho- 
logical skill of the examiner, and above all on the 
amount of time which the psychiatrist has at his dis- 
posal for the observation and examination of the patient. 
One cannot directly diagnose complete’ recovery; one 
assumes it when careful searching reveals no signs of 
the illness. He who has little time to examine his 
patients will find many recoveries which another would 
regard as improvements. A return to the con- 
dition existing before an acute episode is not at all rare, 
but this cannot be considered recovery if an insidious 
schizophrenia had already markedly changed the per- 
sonality of the patient before the acute episode.” We 
have designated as remissions those cases in which a 
careful clinical examination failed to reveal any evi- 
dence of schizophrenia and in which the -opinion of 
relatives and friends concurred with that of the medical 
staff that the patient was apparently restored to com- 


TABLE 2.—Course of Treatment 
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such but rather with those lasting over a considerable 
period of time. Thus Mayer-Gross * found that of 294 
patients with schizophrenia admitted to the Heidelberg 
clinic in 1912 and-1913 eighty-nine, or 30 per cent, had 
maintained good social recoveries from sixteen to seven- 
teen years later, and Otto-Martiensen and E. Meyer 
have published comparable results. The statistics regard- 
ing remissions irrespective of duration vary from 20 to 
35 per cent for all cases up to more than 50 per cent 
for acute cases, but none of them give sufficient infor- 
mation concerning the type of cases examined to be of 
any real statistical value.. The number of variables in 
the schizophrenic reactions is so great that for pur- 
poses of exact comparison it is advisable to subdivide 
both treated and untreated cases according to all the 
available prognostic criteria, such as age, body habitus, 
heredity, prepsychotic personality and clinical course, 
including type of onset.’ -In studies over the past two 
years one of us has*found:that the presence and degree 
of formal thinking disorders is of particular importance 
in this respect. A study taking all these factors into 
account is now in progress--in-otr hospital and can 
eventually be used as a_contteFfor the insulin series, 
In the meantime; however,wWe'are in full accord with 
Mueller that incomplete: statistical studies are of little 
value. At all events, if Sakel’s and Mueller’s percent- 








Time Elapsed Length of 


‘Since Treatment Length of Shock Number Myoclonie 
Result of Termination (in Treat- Phasel, Dosage, of Wet Dry Convul- Twitchings, 
Case Diagnosis Treatment - of'Treatment ment Days) Days Units Shocks Shocks Shocks sions Days 
l Catatonie stupor Very good 6 months 43 10 70-85 ‘ 29 29 0 0 0 
2 Paranoid Good 4% months 68 10 85 54 54 0 1 (6) mild 
3 Catatonic with Poor 3% months il 12 110 6 2 4 0 (8) mild 
depression 
4 Paranoid Very good 3 months 60 13 185-200 43 43 0 1 (6) severe 
5 Paranoid Good 3 months 74 ll 180 60 53 7 2 (35) severe 
6 Paranoid with Poor 1% months 72 18 180-190 50 3 18 : (3) mild 
manie features 
7 Paranoid Good 2 months 70 13 230 53 53 ‘ 0 2 (4) severe 





plete health, although, as will be seen later, in every 
case finer methods of examination revealed some schizo- 
phrenic features. By marked improvement with social 
recovery we mean that all gross schizophrenic symp- 
toms (delusions, hallucinations, odd behavior, catatonic 
symptoms, dissociation of affect, and so on) have 
entirely disappeared and that the patient is able to 
return to work, but that some slight defects can be 
elicited by careful clinical examination, although to the 
eyes of the relatives the patients are entirely normal. 
In both of these types of improvement, insight into 
the pathologic nature of the previous symptoms was 
present. We have not yet encountered a third type of 
“recovery,” seen so frequently in ordinary clinical prac- 
tice, in which gross symptoms still persist in a much 
milder form and insight is lacking, but the patients 
nevertheless are capable of a return to work with fair 
social adjustment.- We prefer the term “improvement” 
to “social recovery” for these cases. - 

Although these considerations are essential to the 
qualitative study of remissions, to which we shall return 
later, they are of only slight practical importance in the 
quantitative evaluation of the results of hypoglycemia, 
since the available statistics on spontaneous remissions 
do not attempt to distinguish between various degrees 
of recovery but use only the criteria of social adjust- 
ment and the absence of obvious schizophrenic symp- 
toms. Unfortunately, however, there are no studies 
which are entirely satisfactory for comparison -with a 
large insulin series. Most of the statistics, in fact, do 
not deal with the number of spontaneous remissions as 


ages of remissions are confirmed by other workers using 
the same technic, there will be no doubt as to the quan- 
titative efficacy of the method. 

As regards the very important question of the dura- 
tion of the remissions, no definite knowledge will of 
course be available for some years. Nevertheless, the 
fact that the follow-up studies of Dussik and Sakel 
show so few recurrences and that Mueller has seen 
none to date is in marked contrast to the ordinary 
clinical experience in an equal number of spontaneous 
remissions. Not one of our cases has shown any tef- 
dency to relapse; on the contrary, most of them appeat 
to be consolidating their gains. Patient 5, for example, 
showed a mild degree of seclusiveness when first dis- 
charged from the hospital, but now, three months later, 
this trait has practically disappeared. In this connection 
the remarks of Bowman *® and Wortis? to the effect 
that it is unfair to judge Sakel’s method on the basis of 
results reported by authors not using his strict technic 
are especially pertinent. Wortis,* in his excellent review 
of the history and present status of the treatment, cites 
the work at Wilna in which the patients were givell 
much less intensive treatment and in which a large 
number of remissions were unsustained. While there 





4. Mayer-Gross; W., in Bumke, O.: Handbuch der Geisteskrankheiten, 
Berlin, Julius Springer 9: 534, 1932. ao 

5. Mauz, Friedrich: Die Prognostik der endogenen Psychosen, Leipzig, 
Georg Thieme, 1930. . 
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8. Wortis, Joseph: Sakel’s Hypoglycemic Insulin Treatment of A 
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is of course no direct proof that a causal relationship 
between these two facts exists, it is certainly justifiable 
to assume it until an equal number of unsustained 
remissions are reported by investigators using Sakel’s 
technic. 

One factor that has been given little mention to date 
is the speed of recovery. In any comparison between 
insulin and spontaneous remissions it must be remem- 
bered that the latter often occur only after many months 
of hospitalization. Not only is this earlier recovery 
worth much to the patient and his family, but its 
existence is a telling argument against the hypercritical 
and unjustified assumption that “most” insulin remis- 
sions are in reality spontaneous. 

The most promising approach at the present time 
appears to us to lie in the qualitative study of remis- 
sions. We wish to know not only whether the insulin 
treatment increases the number of remissions but also 
whether these are in any way better than or different 
from spontaneous remissions. Sakel, Mueller and Wortis 
have already expressed the opinion that, taken as a 
whole, the insulin remissions impress them as being of 
better quality. Mueller in particular has called attention 
to the unusual degree of emotional rapport seen in the 
patients following recovery, and our own impression 
is that insight, rapport and general stability are on a 
higher level than is usually found in untreated but 
recovered patients. Such an opinion is, however, highly 
subjective. We are attempting to study objectiv ly the 
quality of the remissions by two methods which we 
have utilized on a large scale in investigations of the 
schizophrenic psychoses: the Rorschach test and a spe- 
cial mental status ® designed to elicit certain types of 
schizophrenic thinking disorders. Without wishing in 
this place to enter into a discussion either of the highly 
complex and debatable problem of thinking disorders 
in schizophrenia or of the applicability and validity of 
the Korschach test,?° we would state that the results 
to date indicate that the better insulin remissions show 
a degree of improvement which, in our experience, is 
not found in even the best spontaneous recoveries. We 
should add that the Rorschach test reveals some degree 
of schizophrenic defect in all “recovered” cases, both 
insulin and untreated, except in certain schizophrenic- 
like (schizoid) reactions in which the typical Rorschach 
manifestations are absent from the beginning. 

A detailed discussion of the problems of technic and 
of laboratory investigations being undertaken must be 
reserved for a subsequent communication based on a 
larger number of treated cases. Technically we are 
attempting to follow Sakel’s recommendations exactly, 
although it should be mentioned that in case 1, a cata- 
tonic stupor, deep shocks were used before we were 
acquainted with Sakel’s modification of treatment for 
these cases. Table 2 summarizes a few pertinent facts 
concerning the course of the treatment in the seven cases. 

As the table shows, neither myoclonic twitchings nor 
convulsions interfere with a good therapeutic result. 
On the other hand, both of the unsatisfactory cases 
showed a comparatively large number of dry shocks 
as compared with wet shocks. The women as a group 
required a much smaller dosage of insulin than did the 
men. In the male and female groups respectively the 
excellence of the therapeutic effect appeared to some 
extent to be in inverse proportion to the size of the 
Shock dosage, a factor which also found expression in 
the length of the induction period. 
eee 





9. To be published later. . wis 
ot Benjamin, J. D., and Ebaugh, F. G.: The Diagnostic Validity of 
Rorschach Test, Am. J. Psychiat., to be published. 
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CONCLUSION 


We feel that the results of the hypoglycemic treat- 
ment of schizophrenia to date are highly encouraging, 
although a long period of time will be necessary before 
a definite opinion can be given. Apart from its thera- 
peutic value, the method offers an unusual opportunity 
for clinical and laboratory research. 

4200 East Ninth Avenue. 


‘ABSTRACT OF DISCUSSION 


ON PAPERS OF DRS. CAMERON AND HOSKINS AND 
DRS RYMER, BENJAMIN AND EBAUGH 


Dr. RicHarp H. Younc, Omaha: The papers on hypo- 
glycemia today express the need for further accumulation of 
data with the original method and a special type of information 
obtainable by what has been termed a qualitative method, before 
reorientation takes place. It would seem too early to assume 
that a response to this treatment affords evidence of an organic 
etiology. About all that can be said is that the treatment brings 
about a change in certain cases because of an effect that is 
exerted chiefly at the physiologic level of integration. It is 
to be noted that the changes do not seem to reflect themselves 
in our studies of the blood mineral pattern taken under basal 
conditions (before insulin) at different times during the course 
of treatment. With regard to physiologic changes, the same 
variations have been seen in insulin sensitivity, which may be 
of some prognostic importance. The insulin tolerance tests 
before treatment have given little information. Of interest is 
that four of forty-five patients complained of marked weakness 
after two or three weeks of treatment and asked for additional 
rest days. It was found that their blood pressures, which had 
formerly been normal and showed the usual elevation during 
hypoglycemia, were between 85 and 100 systolic. The serum 
potassiums were high normals and the chlorides usually in the 
lower range of normal. In two cases the nonprotein nitrogen 
was increased moderately. No studies of mineral balance or 
potassium tolerance tests were made. This reaction was asso- 
ciated also with a depressive affect in all four cases and a lack 
of improvement under treatment. This leads to the remarks 
concerning affect in the paper of Drs. Rymer, Benjamin and 
Ebaugh. I should like to know what kind of affective reactions 
in their cases were associated with poor results. In our series 
it was particularly cases with depressive features that did poorly. 
Our experience is in line with other statements in these reports, 
and at the expense of being trite I shall conclude by (1) empha- 
sizing the dangers, (2) urging a utilization of the opportunities 
for other types of treatment that the therapy presents in the 
form of lucid periods, and (3) commending the type of study 
that is being carried out. 

Dr. Litoyp H. Zrecier, Albany, N. Y.: The only intelligent 
approach to the problem is research aiming at prevention or 
cure. By fortuitous circumstance, as the results of research 
may be, Dr. Sakel has brought a large ray of hope for multi- 
tudes of such patients. One should not cease hoping that, as 
in the case of smalipox, a prevention may be discovered that 
will obviate the necessity for cure. For a long time it has been 
known that simple infections, such as a furuncle, might cause 
a schizophrenic patient to abandon his seclusion and self-limited 
world of phantasy and seek relief from the infection. On the 
other hand, infected colons and infected teeth have been removed 
because of their supposed effect on the patient. A successful 
merchant of my acquaintance, not schizophrenic, was changed 
from a sour, antagonistic, selfish person to a pleasant, friendly, 
tolerant one after a severe attack of pneumonia during which 
he was very delirious. One schizophrenic patient was markedly 
changed for the better by alcohol. The Russians have reported 
similar experiences. Carbon dioxide and sodium amytal have 
produced marvelous transitory effects. The induction of a pro- 
longed period of sleep (several weeks) has had a certain amount 
of promise. Spontaneous changes apparently occur to produce 
a variable remission rate. It behooves us to inquire further 
into the factors that may be related to this so-called spontaneity. 
Drs. Rymer, Benjamin and Ebaugh have gotten nicely started 
in this problem and have presented splendid criteria for the 
evaluation of therapy, together with the early results in a small 
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group. Drs. Cameron and Hoskins have made a clear state- 
ment of technic, have shown the dangers to be guarded against, 
and have reported the results so far attained with patients hav- 
ing more chronic disorders. In scanning the horizon of treat- 
ment one cannot but be impressed with the fact that there has 
been some order in the steps that have led to the adoption of 
insulin therapy. Insulin enables one to subject the patient to 
an internal hunger or deprivation, leading to unconsciousness 
and coma. If the usual patterns of behavior are not too habitual 
or rigid, the recovery from coma may be the point of departure 
for other behavior more in keeping with social demands. Or 
the brain cells themselves may have been conditioned to provide 
untapped resources dormant in the biogenetic anomaly known 
as schizophrenia. In either sense the patient is “born again,” 
not so unlike the concepts held by our friends the spiritual 
advisers. In the one instance it is produced by biochemical 
means, in the other by a profound emotional shake up. One 
may make the deduction that insulin may be only one of several 
drugs or methods that may accomplish similar results. Some 
of these are beginning to appear now (metrazol). 

Dr. Frank N. ALiLan, Boston: The encouraging results 
of treatment of schizophrenia now under discussion will lead 
to public demand for insulin therapy, and physicians will be 
asked to treat all types of mental disorder under all sorts of 
conditions. I cannot pass judgment on the merits of the treat- 
ment through personal experience. I have been concerned with 
the use of insulin in conditions in which it is desired to avoid 
hypoglycemic reactions, so that I am unable to discuss the 
benefit of this treatment in which insulin shock is deliberately 
induced. My observation arouses the fear that whatever merit 
the treatment possesses may be lost unless it is judiciously 
employed. The fact that irreversible harmful effects on the 
nervous system are possible, as shown by Moersch and Kerno- 
han, and the fact that during treatment the patient may come 
close to loss of life make skilled medical attention imperative. 
Evaluation of results demands expert psychiatric study before 
and after. Prolonged repetition of treatment appears necessary. 
It is not a matter for casual treatment in general hospitals, and 
certainly not in office or home. I would therefore strongly 
support the plea to internists and general practitioners to refrain 
from undertaking the treatment. Any patient suffering from 
a mental disorder serious enough to warrant consideration of 
insulin shock should be admitted to a hospital and have expert 
p:ychiatric care. Let us leave the matter entirely in the hands 
of psychiatrists who have had experience with the treatment or 
who can develop experience under conditions most favorable 
to the patient. Any other policy may seriously retard progress. 

Dr. THeEoporE R. Rosie, East Orange, N. J.: All I have to 
report is a rather general survey of seven cases treated so far. 
In two of the seven, treatment has been completed, with 
recovery. The first patient had acute catatonia of extreme type 
and has been at home now for six months, completely recovered 
and back at school. The second patient, with hebephrenia of 
three months’ duration, now back at home, is quite normal. 
The other three patients with dementia praecox are still under 
treatment and it is unfair to report on them, but one in less 
than three weeks has shown a very remarkable recovery, and 
that is a case of some four years’ duration, considered more or 
less hopeless before treatment was started. To make the seven 
cases complete, of the remaining two the first was a cross 
between an acute maniacal state and catatonic excitement. In 
less than ten days this man was brought into a normal mental 
state. He went home from the sanatorium in less than three 
weeks after being placed on treatment and is in excellent 
health. The other patient, who had a manic-depressive psychosis 
with markedly depressive trends and who developed fugue 
states, has been treated, has been home two months, and is clear 
of recurrent fugue states, which had been recurring previously 
about every two weeks. There are two points I would like 
to mention about bringing the patients out of coma. I have 
felt that it was better to use the intravenous dextrose method 
for patients who go into deep coma, first, because of the factor 
of psychic shock, which occurs when the nasal tube is used; 
I tried the nasal tube method and in each case got such a tremen- 
dous reaction that I did not feel it was desirable; second, the 
rapidity with which one can bring the patient out of coma and 
know just exactly where one stands. 
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Dr. JuLius STEINFELD, Peoria, IIl.: In the past ten months 
at the Michell Institute I have administered the insulin shock 
treatment, with the help of Dr. Burton, in twenty-five cases, 
including nineteen of schizophrenia, four of dipsomania and two 
of depression. The number of remissions compares with those 
pointed out by other authors. I shall discuss two observations: 
First, the value of epileptic seizures. I have seen a few patients 
in whom the improvement with insulin therapy reached a fixed 
level, and further improvement followed the use of metrazol, 
The method was similar to the methods used by other workers: 
The patient was given insulin early in the morning and later, 
when he showed signs of hypoglycemia, was given metrazol 
intravenously, which was followed immediately by a seizure. 
The seizures following the combined use of insulin and metrazol 
are greater and more prolonged than those produced by metrazol 
alone. This was noted especially in two patients who had been 
ill for more than four years. Second, the problem of gaining 
new insight into the schizophrenic process, particularly regard- 
ing the question of whether the disease leans more toward the 
organic or the functional side. An answer to this question 
would determine whether psychotherapy is indicated. In a 
paper presented recently before the Psycho-Analytic Society in 
Chicago I tried to show the following: During insulin therapy, 
regressive tendencies as expressed by mental and physical reac- 
tions are clearly visible. The lowest possible level of regression 
reached is exemplified by the assumption of childlike attitudes 
and such symptoms as sucking movements with the lips and 
tongue and infantile reflexes. The mental reactions of the 
regressed patient are well demonstrated in one instance by the 
following remarks: “I don’t want to become any better. I 
should like to remain in this stage wherein I feel like a little 
child. Please don’t give me more of those treatments, it dis- 
turbs my whole life.’ There is no doubt that from the stand- 
point of the deeply regressed patient the shock treatment disturbs 
the present view of life. In those cases I think one has to 
approach the patient in the way of psychotherapy and help him 
in finding a new attitude to a néw world. 


Dr. Kart Tueo Dussik, Vienna: Considering that more 
than 70 per cent of all patients in hospitals for mental diseases 
have dementia praecox, the insulin shock treatment as worked 
out by Dr. Manfred Sakel of Vienna may be regarded as the 
greatest advance in psychiatric therapy since the malaria treat- 
ment of dementia paralytica, discovered by Wagner-Jauregg, 
the former head of our clinic in Vienna. Prof. Otto Poetzl, 
the successor of Wagner-Jauregg, was courageous enough to 
try and to recommend the insulin shock treatment, although it 
seemed at first dangerous. After four years of using this treat- 
ment in a special department of our clinic the facts observed 
have convinced us that this method surpasses by far all the 
other methods thus far discovered to treat schizophrenic sub- 
jects. As I worked from the first day in using this method 
in our clinic I can confirm its real effect. The personality of 
the patient can often be changed so entirely during the hypo 
glycemic reactions that it seems as though the glycopenic treat- 
ment has created a new being. A recent examination of the 
first ten paranoid cases with a bad prognosis treated in my 
department of the clinic of Professor Poetzl for more than 
three years showed that eight patients of ten are today quite 
well and able to work in their respective professions as physi- 
cian, engineer, bookkeeper and so on. It also demonstrated 
that the therapeutic effect in most cases has a good prognosis 
for the future. The treatment is generally not dangerous, pro- 
vided the method is employed carefully, the doctor has had 
sufficient experience, and the patient does not have another 
organic illness, especially of the heart. It is, however, necessaty 
that the treatment be begun as early as possible after the onset 
of the illness, because the percentage of successes, the quality 
remission and the safety against relapse are much better the 
earlier the treatment is instituted. Sakel’s method is the result 
of many years of seeking out, of working. It is possible t 
combine with other, particularly endocrine and vegetative drugs, 
such as epinephrine, adrenal cortex extract, pituitary and 
extracts or ergotamine and vitamins, but I think we should ty 
first the method of glycopenia alone and be very cautious 
with the other drugs. We think that in addition to the there 
peutic effects it will be possible to find answers to many qué* 
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tions regarding the psychotherapy of psychosis. We are hoping, 
too, for a further advance in experimental psychopathology. 
We think it will be possible to separate groups of schizophrenic 
patients and thus get more information about the etiology and 
the pictures and symptoms of psychosis. We believe that today 
psychiatrists of the whole world are cooperating more than 
ever before. A few days ago Dr. Sakel spoke before the 
Psychiatric Congress in Bern, which was occupied almost 
entirely with this treatment. Dr. Sakel was grateful for the 
sympathetic reception that this work received in the United 
States. 

Dr. S. T. Gorpy, Philadelphia: I should like to ask whether 
there has been any differentiation made between the types of 
schizophrenia—that is, the catatonic, heterophrenic, paranoid 
and simple types—and whether they offer any difference in their 
prognostic outlook under this method. 


Dr. H. E. Himwicn, Albany, N. Y.: I should like to call 
attention to another aspect of this problem; namely, why is it 
that insulin helps brain conditions? Why does it single out 
the brain or central nervous system from among all the other 
organs of the body? In an effort to answer such a question 
I drew venous blood from muscle and from brain when insulin 
was given in large doses to dogs. It was found that, no matter 
how low the blood sugar became, the blood coming back from 
the muscle was usually dark venous blood. On the contrary, 
the blood coming back from the brain became lighter in color 
and finally came back quite arterialized when the blood sugar 
was low. Apparently the brain, under hypoglycemia, ceases to 
maintain its normal oxygen consumption. This phenomenon 
may be explained if it is recalled that muscle may oxidize both 
fat aud carbohydrate. When carbohydrate becomes less avail- 
able, muscle will oxidize increasing amounts of fat. On the 
other hand the evidence to date seems to indicate that the brain 
can oxidize only one foodstuff, carbohydrate, and that when 
carbohydrate is removed, as the result of the low blood sugar, 
the brain is temporarily deprived of its energy requirements. 
Thus we have an answer to the question why insulin produces 
such a result: because the brain chiefly requires carbohydrate, 
and insulin deprives the brain of this foodstuff. On the other 
hand, the question of just where this observation fits into the 
amelioration of the condition of schizophrenia is still to be 
solved. 

Dr. WALTER FREEMAN, Washington, D. C.: In my chair- 
man’s address six years ago, I drew on my imagination with 
regard to the psychoses and spoke about the chemistry of the 
psychoses under the title “psychochemistry.” I suggested that 
some process might be found underlying the psychoses that 
would render their treatment as easy as that of some of the 
deficiency diseases, and I mentioned rickets as an example. I 
do not say. that the treatment as here outlined is as successful 
as the treatment of rickets or of any other deficiency disease, 
or that the cured percentage is as high, but on the other hand 
I do not think that the ultimate in therapeutic possibilities has 
been reached. As Dr. Steinfeld mentioned, the possibilities of 
therapy may be improved by producing convulsions. I heartily 
second that statement, although it is based on a very small 
Series of cases. 

Dr. J. M. Nrecsen, Los Angeles: It seemed to me striking 
that the authors have said but little about the physical mani- 
festations of dementia praecox yet they are always present. 
It is evident that dementia praecox, affects not merely the 
brain but the entire body. Before the insulin treatment was 
discovered, fairly good results were obtained with sodium 
nictnoleate or with old fashioned castor oil. In the acute 
schizophrenic reaction one could get a 50 per cent recovery with 
those methods, and a great deal of physical improvement was 
seen. With insulin exactly the same changes take place. The 
muddy, dull skin clears up; the subcutaneous tissue clears and 
Patients gain in weight. Before the insulin treatment the skin 
Is thick, and it thins out and becomes relatively normal skin; 
the hair is matted but clears up and becomes of a fine texture, 
healthier looking throughout; the hands warm up and there is 
4 general improvement in the entire physical being and not only 
in the mental state. It seems to me that there is a parallelism 
tween the general physical state and the mental improvement. 
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Dr. R. G. Hoskins, Boston: In considering therapeutic 
results, attention should be paid to the base line from which one 
is ‘operating. Neither insulin nor anything else can be expected 
to restore the patient to better than his prepsychotic condition. 
Special interest attaches to insulin as a research tool. Attention 
has been focused on the patient who responds favorably to 
insulin therapy. Perhaps more important at the present time 
is the patient who does not respond. If we can learn from 
penetrating research why some patients do not respond we may 
learn the nature of schizophrenia itself. Abnormal oxygen 
metabolism seems to be a central feature in the psychosis. 
Hence the insulin treatment should be studied in relation to 
that factor. I was correspondingly glad to learn of Dr. 
Himwich’s illuminating new work on this subject. It is impor- 
tant to recognize that the curative effect of insulin may be 
exerted not in the brain itself but in the regulatory mechanisms 
whereby the oxygen metabolism is regulated. These may be 
endocrine, vitamin or what-not. Dr. Freeman has suggested 
that organic iron may be an important factor. If schizophrenia 
originates in brain disorder and if disturbed oxygen metabolism 
is a central feature, we shall have to think of the oxidative 
enzymes. The oxidation of dextrose to carbon dioxide and 
water involves a series of chain reactions each of which is 
regulated by its own rather complex enzyme system. The 
pathology may consist in abnormality of these enzymes. This 
possibility may explain why the morphologic pathologist has 
sought in vain for a basis of the disorder. I am in disagree- 
ment with Dr. Allan in his belief that the general practitioner 
has no duty at this time in the insulin treatment of schizo- 
phrenia. I feel that the man without special facilities may 
have the most important. part to play. It seems to be the 
consensus of all who have studied the subject that the hope of 
insulin treatment is greatest in the most recent cases and that 
as time passes hope wanes. To the extent to which this is 
true, the responsibility comes back to the general practitioner 
to get the patients to the psychiatrist who is going to administer 
the treatment at the earliest possible date. 

Dr. D. Ewen Cameron, Worcester, Mass.: I should like 
to comment on Dr. Ziegler’s statement that he feels that further 
research is necessary. That, to my mind, is the paramount 
issue before us at the present time. The insulin treatment is 
something like an iceberg: what is before our eyes is very much 
less than what we do not grasp. Perhaps it is an evidence of 
good teamwork that what I had in mind to emphasize further 
in conclusion has already been taken up by my co-author, 
Dr. Hoskins. I should like to drive the nail a little farther 
and say that I have had occasion, during the last year, to be 
present at a great many discussions on the insulin treatment, 
at which a great deal of emphasis was placed on the dramatic 
results, results which have occurred in patients who have been 
sick perhaps a long time, results that have occurred almost 
overnight. At the same time I think we should keep an eye 
on patients who do not recover. As the authors have pointed 
out, we may get some very interesting answers from their study, 
The other nail that I want to push a bit farther is the necessity 
of getting earlier cases. I feel that we are rapidly approach- 
ing the time when we may hope to launch a schizophrenia 
campaign comparable to the tuberculosis or cancer campaigns. 
It may not be primarily or exclusively on the basis of the 
insulin treatment, although it does seem at present that the 
insulin treatment might have first place. I feel that the early 
symptoms of schizophrenia are a legitimate source of study, 
to provide us with material to hand over to the lay worker, 
to the relatives and to the nonpsychiatric physicians so that they 
may earlier recognize the cases. Our research should likewise 
be directed toward finding what the laboratories can tell us 
regarding the changes that come in the very early stages. It 
may be that from the psychologic and biochemical laboratories 
we shall be able in the not too distant future to evolve a test 
comparable in efficacy to x-ray examination in the case of early 
tuberculosis. I dare not yet suggest anything having the 
specificity of the Wassermann test in syphilis. 

Dr. CuHarces A. RyMer, Denver: In response to Dr. Young’s 
question, the two cases with affective components comprised 
a catatonia with marked depression and a paranoid schizophrenia 
with manic features. We are certainly in agreement that every 
avenue of approach must be kept open in studying this method. 
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AGAINST 
INTRACRANIAL COMPLICATIONS 


PROPHYLACTIC VACCINATION 


FOLLOWING PNEUMOCOCCUS TYPE III 
MASTOIDITIS 


JOSEPH L. GOLDMAN, M.D. 
AND 
CECELE HERSCHBERGER, B.S. 
NEW YORK 


It is well known that the presence of the type III 
pneumococcus in acute mastoiditis offers a serious prog- 
nosis because of the frequency with which subsequent 
intracranial complications develop. Meningitis is the 
complication usually encountered. As there is an inter- 
val of from one to several weeks, as a rule, between 
the initial infection and the time when complications 
occur, attempts to induce a state of active acquired 
immunity should receive consideration. 

A number of workers in recent years have been able 
to protect animals against pneumococcic infections in a 
short period by vaccination. The following are some 
of the significant and pertinent reports on the subject: 

Barach! in 1928 showed that mice can be actively 
immunized in three days by a single intraperitoneal 
injection of types I and II pneumococcus vaccine. In 
his experiments, type-specific antibodies appeared on 
the third day, increased progressively until the fifth 
day and remained approximately unchanged until the 
seventh day. On the third day the mice immunized 
with type I vaccine resisted 100,000 minimum lethal 
doses and mice immunized with type II vaccine resisted 
10,000 minimum lethalhdoses. In 1931 Barach ? demon- 
strated the appearance of specific protective substances 
in human serums four or five days after intravenous 
and intradermal injections of pneumococcus vaccine. 
In cases of lobar pneumonia it was possible to evoke 
type-specific antibodies by the injection of heterologous 
types of pneumococcus vaccine. 

In 1927 Tillett * was successful in actively immun- 
izing rabbits with type III vaccine against infections 
with homologous organisms although specific antibodies 
were not demonstrable. He was able to protect com- 
pletely 50 per cent of his rabbits and partially an 
additional 33 per cent by using in his experiments 
an organism made highly pathogenic by rapid animal 
passage. The method employed in conferring immunity 
in this instance consisted of administering injections 
every other week for six weeks. 

Especially significant is the fact that Tillett showed 
that immunity can be obtained in animals to type III 
pneumococcus infections in the absence of specific anti- 
bodies in the blood serum. In other words, the degree 
of protection conferred cannot be determined by the 
presence or amount of agglutinins or precipitins in the 
serum. Similar observations with the type III pneumo- 
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coccus had been made previously by Hanes * and by 
Singer and Adler.® 

Cecil and Steffen ® in 1921 and 1923 conferred com- 
plete immunity on monkeys against experimentally pro- 
duced types I and II pneumonia by three subcutaneous 
injections of homologous vaccines. With type III vac- 
cine, complete immunity was obtained in 50 per cent 
of the animals. These workers also stated that specific 
protective bodies were not demonstrated in the monkeys 
protected by Pneumococcus types II and III vaccines, 

In 1928 Goodner * produced in rabbits by intradermal 
inoculation with the type I pneumococcus a local lesion 
which gave rise to a sequence of clinical manifesta- 
tions that offered many analogies to pneumococcic lobar 
pneumonia. If sufficient antipneumococcus serum was 
administered twenty-four hours after the onset of the 
infection, prompt recovery was effected. Goodner fur- 
ther showed that rabbits could be protected from this 
intradermal infection by a single vaccination adminis- 
tered five days previously. Also, if the rabbits were 
vaccinated and then received an injection within the 
period necessary for the development of this immunity, 
the course of the consequent disease was shortened in 
proportion to the interval between vaccination and 
infection. 

Working with the type I pneumococcus, Bull and 
McKee * in 1927 conferred perfect protection on rab- 
bits in ten days by intravenous inoculation with vac- 
cine against infection by the nasal route. Walsh and 
Cannon ® were recently able to duplicate this protection 
in five days by intranasal vaccination. Their experi- 
ments indicate that the immunity is not strictly local 
but general. Bull and McKee and Walsh and Cannon 
also demonstrated immunity without evident protective 
substances in the blood serum. 

In September 1931 this study?® was undertaken 
under the guidance of Dr. Gregory Shwartzman and 
with the cooperation of Dr. Isidore Friesner to deter- 
mine the efficacy of active immunization against intra- 
cranial infections in cases of mastoiditis due to infection 
with the type III pneumococcus. Every patient with 
this disease admitted since September 1931 to the oto- 
logic service of the Mount Sinai Hospital has been 
given a course of vaccine therapy. The vaccination was 
begun as soon as the bacteriologic diagnosis was made. 
It was necessary of course to culture material taken 
from every infected mastoid bone at operation so that 
this form of therapy could be employed. 

In 1932 Kolmer and Amano" published experi 
mental evidence which tends to indicate further the 
beneficial effect of pneumococcus vaccination. They 
demonstrated that immunization with types I, II and 
III pneumococcus autogenous vaccines afford protection 
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against experimental meningitis in rabbits and on the 
basis of this work suggested prophylactic vaccination. 
Their results indicated that intracutaneous injections 
produce a higher degree of immunity than subcutaneous 
injections. They were successful in protecting 57 per 
cent of their rabbits by intracutaneous injections, Intra- 
venous injections with type I pneumococci afforded 
100 per cent protection. Oral vaccination with type III 
pneumococci also yielded 100 per cent protection. 

It is appropriate to mention at this point that the old 
and possibly confusing nomenclature “Streptococcus 
mucosus” or “Pneumococcus mucosus” is not employed 
in our laboratories. All the gram-positive cocci in 
pairs or chains recovered from patients with acute 
mastoiditis are classified as either Streptococcus 
hemolyticus-beta, nonmucoid or mucoid variant, or 
Pneumococcus type III. The identification of the 
latter is based on solubility in bile and the results of 
agglutination and precipitation tests. If the serologic 
reactions with the original culture are inconclusive, the 
organisms are injected into the peritoneal cavity of a 
mouse and on the following day cultures are made 
from the heart’s blood. This procedure is usually 
sufficient to restore the type-specific agglutinability and 
bile solubility of the pneumococcus. 


TECHNIC 

The vaccination technic originally consisted of six intradermal 
injections administered at the rate of two a week in the follow- 
ing increasing doses: 0.1, 0.2, 0.3, 0.5, 0.8 and 1 cc. For doses 
larger than 0.2 cc., several simultaneous injections were made. 
During the past two years four additional subcutaneous injec- 
tions have been added. The first inoculation was given within 
forty-eight hours after the operation or, occasionally, before the 
operation. In the latter instances, the bacteriologic diagnosis 
was based on cultures of the discharge from the middle ear. 
To avoid loss of time, a stock vaccine was used for the initial 
injection. For the remaining injections an autogenous vaccine 
was employed. The autogenous vaccine was prepared by 
growing a pure culture of the type III pneumococcus, obtained 
from the mastoid pus, in 100 cc. of 1 per cent dextrose broth 
for twenty-four hours. The organisms were centrifugated, 
washed once and then resuspended in 0.85 per cent sodium 
chloride solution to obtain a concentration of 600,000,000 organ- 
isms per cubic centimeter. The bacteria were then killed by 
heating at 60 C. for one-half hour. 


_ Sixty-one patients with acute mastoiditis due to infec- 
tion with the type III pneumococcus were admitted to 
the hospital between September 1931 and April 1937. 
Of these fifty-six received a full course of vaccine. 
In the remaining five cases, no vaccine or only one or 
two injections were given because of deaths occurring 
shortly after operations. The five deaths were caused 
by facial erysipelas, accompanied by hemolytic strepto- 
coccus bacteremia in two instances, by meningitis which 
Was present on admission to the hospital in two and 
by meningitis resulting from an operative injury in one. 

Of the fifty-six patients who had received a full 
Course of vaccine, four died. In one patient, a woman 
66 years old, bronchopneumonia developed six weeks 
after her operation and three weeks after her discharge 
from the hospital. Her mastoidectomy wound had 
ealed, and she was in good health before the pneu- 
monic infection set in. In another patient, a man 65 
years old, the clinical picture of petrositis was compli- 
cated by a squamous cell carcinoma of the nasopharynx 
Which by extension involved the basisphenoid, the apex 
of the petrous pyramid and the dura. This patient 
ad had a mastoidectomy one year before at another 
Mstitution. Operation at this admission uncovered an 
abscess of the petrous pyramid from which the type III 
Pheumococcus was cultured. He finally succumbed to 
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meningitis, and gram-positive diplococci, which did not 
grow out on culture mediums, were found in the spinal 
fluid. 

In the other two instances death was caused by 
meningitis which was directly secondary to the mastoid 
infection. One patient, a Negro 42 years old, was 
admitted with a history of aural pain for five weeks, 
aural discharge for four weeks and hemicranial head- 
ache for two weeks. At the operation considerable 
destruction of the mastoid was observed extending into 
the solid angle between the horizontal and superior semi- 
circular canals and into the deeper cells between the facial 
nerve and the sigmoid sinus. The patient convalesced 
satisfactorily, and during convalescence he received the 
autogenous vaccine. Six weeks after operation, how- 
ever, he returned with recurrent mastoiditis. This time 
Streptococcus hemolyticus was isolated from the pus. 
After three months, during which time he complained 
of headaches, meningitis due to infection with the type 
III pneumococcus developed. Necropsy was not done. 
The other patient, a man 39 years old, entered the hos- 
pital with severe hemicranial pain for two weeks, pro- 
fuse aural discharge, sagging of the external auditory 
canal wall and exquisite mastoid tenderness. The x-ray 
examination revealed destruction of bone and absorp- 
tion in the petrous pyramid. At operation a markedly 
pneumatic and diseased mastoid bone was observed. 
A large pit, situated at the superior-posterior margin 
of the petrous pyramid in the region of the superior 
semicircular canal, was followed into the pyramid, and 
about one-half drachm (2 cc.) of pus was evacuated. 
A drain was inserted. Although the patient improved 
after the operation, he was never entirely free from pain 
in the head. Three weeks after operation, meningitis 
developed. In this instance also necropsy was not done. 
We wish to point out that the last two patients pre- 
sented indications of infection of the petrous pyramid. 

The remaining fifty-two patients who received full 
courses of vaccine made uneventful recoveries. Dr. 
Friesner, the chief of the service, has expressed the 
belief that these vaccinated patients exhibited greater 
recuperative powers than patients he had previously 
observed with this type of infection. It must be remem- 
bered that such patients are usually middle-aged or 
elderly people. Of the fifty-two patients, fourteen left 
the hospital during the second week after operation, 
twenty-eight during the third week, nine during the 
fourth week and one (who had had petrositis) during 
the seventh week. None had significant postoperative 
complications. After leaving the hospital they were 
carefully observed by the resident staff or attending 
physicians for at least three months, and they remained 
entirely well. We believe that such patients who are 
free from symptoms for three months after mastoid- 
ectomy and whose mastoid wounds and middle ears are 
healed at the end of that time do not acquire any intra- 
cranial complications. Thus, in only two of the vacci- 
nated patients could death be attributed to meningitis 
which directly complicated a mastoid infection—a mor- 
tality rate of 4 per cent. 

Of 964 patients admitted to the Mount Sinai Hospital 
with acute mastoiditis during the ten years (from 1921 
to 1931) prior to this work, forty had mastoiditis due to 
infection with the type III pneumococcus. Of these, 
thirteen died of meningitis—a mortality rate of 32.5 
per cent. (The mortality rate for the previous five 
years, from 1927 to 1931, was 22 per cent.) In one 
patient meningitis became evident during the first week 
after operation, in two at the end of the first week, in ~ 
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three during the second week, in four during the third 
week (one of whom had also had a brain abscess), in 
two during the fourth week and in one, three months 
after operation. 

Data on the experiments conducted with the object 
of demonstrating antibodies for Pneumococcus type III 
in the blood serum of our patients presumably resulting 
from vaccination are omitted from this report. It is 
sufficient to state that agglutinin, precipitin and com- 
plement fixation tests failed to show the formation of 
antibodies and that it was impossible to confer passive 
immunity on mice. But, as already mentioned, it has 
been conclusively shown that immunity to Pneumo- 
coccus type III infections can exist without the presence 
of these antibodies in the blood serum. It is probable 
also that an active cellular immunity may exist without 
demonstrable increase in humoral antibodies in the blood 
stream. The immunity may be due to increased cellular 
and general resistance rather than to the formation of 
new protective substances. 

As the otologic service has been under the gui- 
dance of the same chief during the past sixteen years, 
clinical management and operative technic have not been 
factors in influencing the mortality rate of the cases 
observed during the past five and one-half years. We 
are well aware, nevertheless, that our cases constitute 
too small a group from which to draw definite con- 
clusions. We also realize that the pneumococcus type 
III might have been a milder organism during the past 
five and one-half years and that the lower incidence of 
cerebral complications in our vaccinated patients might 
have been merely fortuitous. However, in view of the 
immunologic success obtained with pneumococcus vac- 
cine in animals and human beings by reliable experi- 
mentation, we feel that further trial of this kind of 
simple prophylactic therapy is warranted. 

12 East Eighty-Sixth Street. 


ABSTRACT OF DISCUSSION 

Dr. Russet, L. Crecit, New York: The two organisms 
feared about the oral cavity or the ears are Streptococcus 
haemolyticus and the type III pneumococcus. Both of these 
organisms produce a highly fatal pneumonia and a very fatal 
form of meningitis. Unfortunately, during the winter months 
both organisms are often present in the carrier state. From 
11 to 12 per cent of healthy persons carry the type III pneumo- 
coccus in their throats and probably 40 or 50 per cent carry 
the hemolytic streptococcus during the late winter and spring 
months. With respect to prophylactic vaccination against the 
type III pneumococcus, this organism does not lend itself so 
readily to vaccination experiments as do some of the other 
types. That has been found true in manufacturing horse serum 
against the type III pneumococcus. It is hard to immunize a 
horse against the type III pneumococcus. It is hard to 
immunize man and the small laboratory animals, presumably 
because this organism has a very thick capsule, but it can be 
done, as I have shown on monkeys and others have shown with 
rabbits and various animals. It can be done in several ways. 
A very high immunity was obtained in monkeys by intratracheal 
injections of vaccine. One can vaccinate by intradermal injec- 
tions, as the speaker reported, quoting from Kolmer. However, 
this seems the least desirable method of vaccination, because, 
in experimental work, intradermal injections are apt to sensitize. 
Swift pointed out several years ago that intradermal injec- 
tions sensitize and intravenous injections immunize. I would 
like to suggest to Drs. Goldman and Herschberger that they 
try giving these patients small intravenous injections because 
of the quick results obtained, and because one can give the 
type III pneumococcus, in fact, ‘any pneumococcus, intravenously 
without producing much reaction. Another suggestion I should 
like to offer is that they use autogenous vaccines, because I 
have found that there are biologic differences in these type III 
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strains. Some of them give much better protection than others, 
So I should advise either autogenous or at least a polyvalent 
type III vaccine. This is an intriguing piece of investigation, 
which ought to lead to wider studies. Putting myself in the 
place of the patient, if I had to have any operation around the 
throat or the nose or the ear I would be particularly interested 
in knowing just what pathogenic organisms I was carrying 
before I had the operation. 

Dr. W. E. Grove, Milwaukee: ‘The terms Streptococcus 
mucosus and Pneumococcus mucosus have been discarded in 
this paper for the much better designation of pneumococcus 
type III. It has been known for many years that this organism 
was a very treacherous invader of the mastoid, treacherous 
particularly because of the danger of a meningeal complication, 
This paper is not the authors’ first on the subject. In February 
of 1935 they reported on the results of vaccination of twenty- 
seven patients with mastoiditis due to pneumococcus type IIL 
infection admitted to Mount Sinai Hospital, New York. The 
present paper deals with sixty-one cases, including the cases 
reported in the original paper. These are contrasted with forty 
cases admitted to the same hospital between 1921 and 1931, 
in which no protective vaccination had been employed. The 
reduction in the mortality from meningitis from 32.5 per cent 
in the earlier group to 4 per cent in the vaccinated group should 
command our attention. Goldman and his co-workers were 
unable to find any antibodies in human serum after vaccination, 
Julianelle, on the other hand, was able to demonstrate heterol- 
ogous antibodies in the serums of all his rabbits. It occurs 
to me to ask whether Goldman and his associates looked only 
for the type-specific antibodies or whether they also looked 
for the heterologous species-specific antibodies. It also occurs 
to me to inquire whether it is the opinion of the authors that 
all the cases of meningitis encountered were the direct com- 
plications of the mastoiditis, or whether some of them might 
be regarded as hematogenous in origin. 

Dr. Ismore Friesner, New York: In infancy, pneumo- 
coccus type III disease in the bone is not any different, so far 
as its severity or the occurrence of complications is concerned, 
than any other infection. It is only when the temporal bone 
becomes pneumatized, and particularly in the infection of middle 
life and thereafter, that this particular type of infection increases 
in seriousness and proportionate to the lack of resistance, 
brought about either through age or through dyscrasia. There 
can be no question that in these particular cases presented by 
the authors adequate operation was performed. In the case 
in which meningitis occurred secondary to an operative trauma, 
the pneumatic structure and the disease was followed behind 
the lateral, then along the posterior petrosal surface, until 
some of the dips of the dura that enter the bone in that situation 
were opened and there was a leakage of cerebrospinal fluid. 
All physicians who have had large operative experience will 
subscribe to the statement that in years the successive expefi- 
ences with infection by pneumococcus type III have definitely 
demonstrated the inadequacy, the inefficiency at times, of sut- 
gical procedures alone. There is need for some other agent, 
particularly in view of the fact that with diminishing resistance 
the destruction in the temporal bone is out of all proportion 
to what occurs in that structure from other types of infection. 
I recall one petrous pyramid that was taken from a patient 
who had pneumococcus type III infection in the mastoid, 
together with syphilis and diabetes. The destruction was out 
of all proportion to what one would expect. This man had @ 
huge peribulbar abscess and a sinus thrombosis during the time 
that he was ambulant. He had a very extensive labyrinth, and 
despite the fact that his disease was progressing toward a fatal 
termination, the labyrinth showed reparative processes, wit 
formation of new bone. The fact must be faced that in this 
type of infection in the temporal bone, and in the aged, in the 
diabetic, in those in whom general resistance has been wea 
through either~age or disease, there is definite need for some 
thing more than surgical treatment. That is the chief note 
of this paper, its chief promise, because while the results ate 
not definitely conclusive they point the way toward the poss 
bility of aiding surgery by immunization. 

Dr. JosepH L. Gotypman, New York: I may have failed 
to make myself clear with regard to the type of vaccine use® 
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ERYTHOCYTE 


We use autogenous vaccines, except for the first dose, which 
is taken from a stock vaccine. This is done to save time. It 
js administered very often within twenty-four hours after opera- 
tion, at which time the bacteriologic diagnosis is usually 
reported. It is true that vaccines administered intravenously 
are superior antigenically to vaccines administered by other 
routes. We have hesitated, however, to use this method because 
of possible constitutional reactions. I believe that most of the 
recent work on the subject points to the fact that intracutaneous 
vaccines have greater immunizing value than vaccines admin- 
istered subcutaneously. With our patients we have never 
encountered any sensitization. I would like to repeat that with 
a pneumococcus type III made pathogenic by repeated animal 
passage it is possible to induce an active acquired immunity. 
With regard to Dr. Grove’s questions, I believe that all cases 
of meningitis secondary to acute mastoiditis are the result of 
direct extension and not metastatic in origin. We are of the 
opinion that patients having acute mastoiditis without involve- 
ment of the lateral sinus, or not complicated by a condition such 
as erysipelas or meningitis, do not have bacteremia. We did 
not examine the serum of our patients for heterologous or 
species-specific antibodies. 
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THE ADEQUACY OF A SIMPLE TEST AND 
ITS PRACTICAL APPLICATION IN 
CLINICAL MEDICINE 


EDWIN G. BANNICK, M.D. 
ROBERT O. GREGG, M.D. 
AND 
CHESTER M. GUERNSEY, M.D. 


ROCHESTER, MINN. 


Although estimation of the rate of sedimentation of 
erythrocytes has proved to be a valuable laboratory 
aid in clinical medicine, it is not used as widely or as 
wisely as it should be used. There are two chief reasons 
for this. In the first place, it is erroneously regarded 
by many physicians as a difficult technical procedure. 
A survey of the voluminous literature on the subject 
will disclose that much of it is devoted to technicalities 
involved in performing and interpreting the test. The 
original methods used by Fahraeus,! Westergren ? and 
Linzenmeier * were simple, but subsequent investiga- 
tions, aiming to improve the test and eliminate error, 
have introduced numerous new technics. Various types 
of anticoagulants, and tubes varying in length and bore, 
have been used. Much has been written concerning the 
Importance of frequent readings or measurements, and 
various plans for charting readings have been devised. 
The advisability of correcting for anemia has been 
repeatedly emphasized, and various plans for making 
such corrections have been suggested. Other influencing 
factors, dealing with variations in temperature, devia- 
tion of the sedimentation tube from the perpendicular, 
and changes in the chemical constituents of the blood 
frequently have been noted. To the casual observer all 
this has made the test appear difficult and the results 
uncertain, and many physicians for these reasons have 
failed to use the test. 





T Because of lack of space, this article is abbreviated in THe JourNat. 
he complete article appears in the authors’ reprints. 

From the Division of Medicine, the Mayo Clinic (Dr. Bannick). Dr. 
Tegg and Dr. Guernsey are Fellows in Surgery, the Mayo Foundation. 
Ei Read before the Section on Pathology and Physiology at the Eighty- 
cnt Annual Session of the American Medical Association, Atlantic 
ity, N. J., June 11, 1937. 

1. Fahraeus, Robin: The Suspension-Stability of the Blood, Acta med. 
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SEDIMENT ATION—BANNICK ET AL. 


1257 


The second reason why the test is not more widely 
used is that the rate is increased in many diseases and 
is normal in many others. This, too, tends to make 
for confusion. 

We have two main purposes, therefore, in the presen- 
tation of this paper: first of all, to demonstrate that a 
simple test such as can be performed easily by a gen- 
eral practitioner in his office is entirely adequate for 
practical purposes; and, second, to show that in those 
diseases in which the test has its chief value the results 
are reliable, fairly uniform and not confusing. 


ADEQUACY OF A SIMPLE TEST 


At the Mayo Clinic we have used a simple, modified 
Westergren test as follows: Five-tenths cc. of a 3.8 
per cent solution of sodium eitrate in distilled water is 
placed in a tube, and to this is added 4.5 cc. of blood 
that has been drawn from a vein with as little stasis 
as possible. After the tube has been inverted several 
times to insure thorough mixing, a Westergren pipet 
is filled to the 200 mm. mark and placed in a rack in 
a strictly vertical position at room temperature. The 
height of the column of plasma is read at the end of 
one hour and reported in terms of millimeters of sedi- 
mentation in one hour. The importance of keeping the 
tube in a strictly vertical position must be repeatedly 
emphasized because slight deviation from this position 
results in a surprisingly increased sedimentation rate. 
Although this simple test has seemed to give clinical 
satisfaction, certain questions arose in our minds as 
time went on and as the medical literature dealing with 
the subject increased. 

Should we make readings oftener than at the end of 
one hour to get the maximal information from the test ? 
Should we use heparin as an anticoagulant instead of 
sodium citrate? Should a routine correction for anemia 
be made with each determination ? 

We have answered these questions to our own satis- 
faction after careful study. We have found that a single 
reading at the end of one hour is entirely satisfactory 
if the tube is tall enough. Packing of the erythrocytes, 
with corresponding slowing of the sedimentation rate, 
occurs, of course, much earlier in the shorter tubes, 
and if a short tube is used and a rapidly sedimenting 
blood is encountered, more frequent readings must be 
made in order to get a true idea of the rapidity of the 
rate of sedimentation. But in the Westergren tube, 
which is 200 mm. tall, little packing occurs within the 
first hour, so that a single reading is entirely adequate. 
Charts 1, 2, 3 and 4 illustrate this point. In the work 
from which chart 1 was constructed, sedimentation 
rates were calculated on the same blood but with dif- 
ferent tubes. The same anticoagulant (0.5 cc. of 3.8 
per cent solution of sodium citrate to 4.5 cc. of blood) 
was used in the Cutler and in the Westergren tubes, 
but heparin was used as an anticoagulant in the Win- 
trobe tube. The same conditions obtained in the work 
from which chart 2 was constructed. Rapidly sedi- 
menting blood was used in each case to emphasize the 
phenomenon of packing. In the 50 mm. tube, packing 
occurred in about twenty minutes in the case of sub- 
acute bacterial endocarditis (chart 1) and also in the 
case of infectious arthritis (chart 2), so that the reading 
at the end of an hour was practically the same as it 
was in twenty minutes, and unless more frequent read- 
ings were made the true rapidity of the process of sedi- 
mentation would not be determined. Packing of the 
erythrocytes does not occur in the 100 mm. tubes as 
soon as it occurs in the 50 mm. tubes, but in the case 
of subacute bacterial endocarditis (chart 1) and even 
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in the case of infectious arthritis (chart 2), in which a 
low hematocrit volume naturally delayed the time of 
packing, it did occur before the end of the hour. In the 
200 mm. tubes very little packing occurred in the first 
hour in either case, and therefore a single reading at 
the end of one hour would be adequate. 

Sedimentation rates were calculated on a group of 
hospital patients by means of the simple, modified 
Westergren technic which we have described and also 
the method described by Rourke and Ernstene * with 
heparin as an anticoagulant. We used the Wintrobe 
tube which is 100 mm. in length and a higher concen- 
tration of heparin (1.2 mg. of heparin per cubic centi- 
meter of blood) than that used by Rourke and Ernstene, 
but otherwise the technic followed was the same as that 
used by the investigators named. The readings were 
made every five minutes for one hour and plotted. 
The straight line portion of the graph obtained was 
measured and recorded as millimeters of sedimentation 
per minute, thus taking into consideration the period 
of aggregation of erythrocytes as well as the period of 
packing. Corrections were not made for anemia. In 
chart + the modified Westergren and Rourke-Ernstene 
methods are plotted against each other. It is readily 
seen that striking correlation exists. In only a few 
instances is there discrepancy. Furthermore, careful 
analysis of the discrepancies shows that in the six cases 
in which the sedimentation rate was increased as deter- 
mined by the modified Westergren method and was 
not increased as determined by the Rourke-Ernstene 
method, pathologic change was sufficient to cause an 
increased sedimentation rate and the error would seem 
to be on the part of the latter method. Likewise, in 
three of the cases in which the rate was increased as 
determined by the Rourke-Ernstene and not by the 
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Charts 1 and 2.—Determinations of the sedimentation rate with three 
tubes of different lengths: Cutler tube, 50 mm. high; Wintrobe tube, 
100 mm. high; Westergren tube, 200 mm. high. Chart 1, blood of a 
patient who had subacute bacterial endocarditis. Chart 2, blood of a 
patient who had infectious arthritis. 


modified Westergren method the patients had bleeding 
duodenal ulcers, and the increased rate recorded by the 
uncorrected Rourke-Ernstene technic was probably due 
to the anemia; the corrected rate in each case was nor- 
mal. Therefore, only in case H (chart 4) did the 
simple test fail to give satisfactory information. This 
would seem to offer further proof that a single reading 
at the end of one hour is .entirely adequate when the 
Westergren tube is used, and it also answers the second 





5. Rourke, M. Dorothy, and Ernstene, A. C.: A Method for Correct- 
ing the Erythrocyte Sedimentation Rate for Variations in the Cell Volume 
Percentage of Blood, J. Clin. Investigation 8: 545-559 (June) 1930. 








Jour. A. M. A, 
Oct. 16, 1937 





question that was raised; namely, that with regard to 
the anticoagulant. Sodium citrate in the concentration 
in which we have used it has seemed to be a satisfactory 
anticoagulant, thereby agreeing with the observation 
of Walton. Some physicians may prefer a dry anti- 
coagulant, especially for use in the office, because of 
some inconvenience in keeping a fresh solution of 3.8 
per cent of sodium citrate. Dry potassium oxalate 
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Chart 4.—Each black dot represents a determination of sedimentation 
rate on the same blood by means of the modified Westergren method, in 
which the result is reported in terms of millimeters of sedimentation in 
one hour and by means also of the Rourke-Ernstene index, in which the 
result is reported in terms of millimeters of sedimentation per minute, 


(2 mg. per cubic centimeter of blood) has seemed to 
be satisfactory,’ and it has an additional advantage in 
that the same blood can be used for the sedimertation 
test as for blood chemical determinations. Wintrobe 
and Landsberg * expressed the belief that the mixture 
of ammonium oxalate and potassium oxalate is a better 
anticoagulant than potassium oxalate alone. ‘hey 
recommended 6 mg. of ammonium oxalate and 4 img. 
of potassium oxalate to 5 cc. of blood. At any rate, the 
problem of a satisfactory anticoagulant is simple enough 
and the physician can decide which one he prefers for 
his particular type of practice and can familiarize him- 
self with it. We have been satisfied with the sodium 
citrate solution which we have described. 

The question of the effect of anemia on the sedimen- 
tation rate has been much discussed, but the effect of 
various types and degrees of true anemia on the rate 
never has been satisfactorily studied. Little has been 
added since Fahraeus! demonstrated that by diluting 
cells with plasma the rate was accelerated. Gram,” by 
experiments in concentration and dilution, worked out 
a chart for hemoglobin values from 70 per cent to 
120 per cent. Walton ® calculated a set of corrections 
for anemia by dilution experiments with the erythrocyte 
count as standard. Rourke and Plass*° and _ later 
Rourke and Ernstene,® using hematocrit readings with 
heparin for standards of comparison, worked out 4 
correction chart based on experiments in which they 
concentrated and diluted blood obtained from both 
normal individuals and those suffering from disease. 


The Corrected Erythrocyte Sedimentation Test 
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Wintrobe and Landsberg * made similar experiments, 
using only normal blood with dry potassium oxalate as 
the anticoagulant. 

There is no doubt that anemia has an accelerating 
effect on the sedimentation rate, but in our clinical 
experience we have found that this effect may vary with 
the type of anemia and the type of anticoagulant as 
well as with the degree of anemia. Our impression is 
that the sedimentation rate is in general not quite as 
fast in anemia as the dilution experiments would 
indicate and that the various corrections for anemia 
tend toward overcorrection. In forming this impres- 
sion we have studied the corrected and uncorrected rates 
(Rourke-Ernstene method) of a considerable number 
of anemic patients who had diseases which are prac- 
tically always characterized by increased sedimentation 
rates ; in these cases the uncorrected rates were high and 
the nonfilament leukocyte counts were increased, but 
not infrequently the corrected rate gave normal read- 
ings. Further, we have made determinations of sedi- 
mentation rates in a group of cases in which anemia, 
owing to acute loss of blood, was present. Chart 4 
represents such studies in ten cases of bleeding duodenal 
ulcer. Sedimentation rates were determined by two 
metliods at each calculation: for one a 200 mm. 
Westergren tube was used and sodium citrate was 
employed as the anticoagulant and for the other a 
100 mm. Wintrobe tube was used and heparin was 
employed as the anticoagulant, as previously described. 
Study of chart 4 will show that in the first place 
erythrocytes of heparinized blood usually undergo 
sedimentation more rapidly in these cases of acute 
bleeding than they do in citrated blood and, second, 
that in citrated blood the sedimentation rate was not 
increased as much, in most instances, as the degree of 
aneniia (determined by the hematocrit volume) would 
have led one to expect, according to the various methods 
of correction that have been devised. 

One of us 1 has reported the results of sedimentation 
tests on rabbits made anemic by bleeding and allowed 
to recover. In this work also the sedimentation rate 
in the blood of anemic rabbits was not as fast as dilu- 
tion experiments would have indicated. Therefore, 
although we appreciate that correction for anemia must 
be taken into consideration, we believe that too much 
emphasis has been placed on the necessity of making 
such routine corrections in every case. Many physicians 
have been led to believe that without calculated correc- 
tion for anemia the test is misleading and therefore 
many clo not use the test because such corrections make 
it considerably more complicated than otherwise. 

From a practical standpoint, routine correction in 
each case is unnecessary and, as we have indicated, may 
even give false corrections. In a large percentage of 
the cases in which the sedimentation rate has its chief 
clinical value, it will not be necessary to make any 
actually calculated correction for anemia because the 
uncorrected rate usually is either normal or significantly 
abnormal, without any calculated correction. If the 
sedimentation rate is only slightly increased and the 
patient is significantly anemic, the assumption can be 
made with reasonable accuracy that the slight increase 
in the sedimentation rate is accounted for by the 
anemia—at least that is what the correction charts 
would show. 

It is only in cases in which anemia is slight and there 
is a slight increase in the sedimentation rate or in cases 
in which anemia is moderate or marked and there is a 
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moderate increase in the sedimentation rate that inter- 
pretation of the reading of the sedimentation rate 
becomes difficult. This situation arises rather infre- 
quently in cases encountered in the practice of general 
medicine in which the sedimentation rate has its chief 
practical application. When it does arise, the physician 
either can discount the value of determination of the 
sedimentation rate in that particular case or he can 
make correction for the anemia by whatever method 
he chooses, ‘keeping in mind the possibility of the 
tendency toward overcorrection. 


PRACTICAL VALUE OF THE TEST IN 
CLINICAL MEDICINE 


So much for the adequacy of the simple determina- 
tion of sedimentation rate which we have described. 
Now as to its practical value in clinical medicine. Much 
has been written concerning the sedimentation rate in a 
great many diseases. Numerous articles have desig- 
nated those diseases in which the sedimentation rate is 
likely to be increased, those in which it is likely to be 
normal and those in which the results are variable. 
Such a grouping is very difficult, can be only relatively 
accurate and may make the test appear so nonspecific 
and variable as to 
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rate is extremely Hematocrit volume 
variable owing to 
many complicating 
factors and in which 
it adds little to the 
clinical picture or may only cause confusion. We 
are interested in what the sedimentation rate is in those 
diseases in which it is of real diagnostic and prognostic 
value and in which the results fortunately are not con- 
fusing. We believe that the practical value of the 
determination of sedimentation rate in general medicine 
is threefold: (1) to indicate the presence of disease, 
(2) to indicate the activity and progress of diseases such 
as tuberculosis, pelvic inflammatory disease, acute 
cholecystitis, rheumatic fever, infectious arthritis, pneu- 
monia and other thoracic infections and suppurations, 
Hodgkin’s disease, acute febrile illnesses and acute 
coronary thrombosis, and (3) to aid in differential 
diagnosis. 

To indicate the presence of disease, the test is entirely 
nonspecific and must be properly interpreted lest it give 
false sense of security. As has been stated repeatedly 
and as every one who has had much experience with 
the test knows, a normal sedimentation rate does not 
mean that the patient has no disease. In many diseases 
the sedimentation rate is normal. A normal sedimenta- 
tion rate in a case in which the evidence is of a func- 
tional disorder gives the physician reassurance, as it 
does also in a case of questionably active tuberculosis, 
of systemic infection or of back pain when the patient 


Chart 5.—Sedimentation rate in ten cases 
of bleeding duodenal ulcer; variation in 
sedimentation rate according’ to hematocrit 
volume. 
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is elderly and might have metastatic cancer. In all such 
instances and in other similar instances, however, the 
physician should not place too much reliance on the 
sedimentation rate and should regard it simply as 
another link in the chain of evidence against organic 
disease, particularly against systemic organic disease, in 
that particular case. 

On the other hand, when the sedimentation rate is 
increased the physician can be certain that some 
abnormality exists. Pregnancy is the only physiologic 
process that is accompanied by significantly rapid sedi- 
mentation of the erythrocytes. Occasionally the phy- 
sician will be unable to find the cause of the increased 


TABLE 1.—Sedimentation Rate 








Sedimentation Rate, 
Mm. in 1 Hour 


Pocmeeen 2S ee US ee 

Diagnosis Cases 1-15 16-24 25+ Mean 
Ct ey ae 100 73 16 ll 11.6 
Atrophie arthritis......... 100 3 6 91 71.6 
Hypertrophic arthritis.... 25 25 ; 9.2 
Skeletal metastasis....... _58 3 3 52 74.7 





sedimentation rate even after careful study. In such 
rare instances he must advise the patient according to 
his clinical judgment and should not become unneces- 
sarily confused ; yet he should assume that the increased 
sedimentation rate is probably a correct indication of 
some abnormality and he should try to keep in touch 
with the patient until the sedimentation rate has reached 
normal or until the reason for the increased rate has 
become apparent. 

The sedimentation test is of practical value also as an 
aid in determining the activity and progress of certain 
diseases and thus is a great help in planning proper 
treatment. We have mentioned those diseases in which 
we have found the test to be of particular value in this 
regard. Its use in tuberculosis and pelvic inflammatory 
disease needs little comment because so much already 
has been written on those subjects and because accep- 
tance of its value has been so widespread. Cutler ” 
stated that as an aid in investigating activity the sedi- 
mentation test is more reliable than the temperature 
curve, pulse rate or gain in weight, the three major 
guides in the treatment of tuberculosis. At present the 
sedimentation test is a routine procedure in most institu- 
tions specializing in the care of tuberculous patients. 

The sedimentation test has played an important part 
in the present day conservatism in the management of 
pelvic inflammatory disease. In the past the residual 
activity in such cases was not appreciated, and therefore 
the rigid management was not maintained long enough. 
This resulted in numerous recurrences and exacerba- 
tions of the process until too often surgical operation 
was required. Operation also was performed frequently 
when the process was too active, and radical measures 
often were necessary, with increased operative risk and 
poor results. At present the sedimentation test is widely 
used to demonstrate activity in cases in which the 
process otherwise would seem to be quiescent. Thus, 
by continuation of rigid management and observation 
until the sedimentation rate is practically normal, and 
by the addition of newer methods of applying heat 
locally and of inducing fever artificially, the vast 
majority of patients who have acute pelvic inflammatory 
disease, particularly of the gonorrheal type, are so 
much improved that surgical-operation is not necessary. 
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In those cases in which medical management fails and 
surgical operation is necessary, the sedimentation test 


again provides a measure of the activity of the process, : 


and the surgeon usually postpones operation until the 
sedimentation rate has returned nearly to normal, at 
which time a more conservative operation can be per- 
formed with less risk and with prospect of better end 
results. 

Likewise in acute cholecystitis the sedimentation test 
provides a reliable guide to the activity of the process, 
The fever and leukocytosis may have subsided, and the 
abdominal tenderness and rigidity may have markedly 
diminished; but if the sedimentation rate remains 
elevated the surgeon can anticipate considerable activity. 
Furthermore, if the sedimentation rate, instead of 
gradually falling begins to rise, the surgeon can suspect 
some complicating factors which may require prompt 
surgical intervention. In rheumatic fever also the test 
provides the most accurate guide as to activity. The 
sedimentation rate usually remains increased for a con- 
siderable period after the elevated temperature has 
subsided and after involvement of the joints has disap- 
peared. It is generally agreed that the patient should 
remain quiet until the sedimentation rate has become 
practically normal. In this way complications and 
exacerbations are frequently avoided. A rising sedi- 
mentation rate in the course of the illness should put 
the physician on the lookout for some complication such 
as pericarditis. 

The sedimentation rate is increased in gout in the 
stage of active involvement of the joints but returns 
to normal between attacks. In infectious arthritis the 
sedimentation test again acts as a sensitive indicator of 
the activity of the process and is a valuable laboratory 
aid to the physician in managing such a case. The 
sedimentation rate is significantly increased in well 
developed pneumonia and subsides slowly and gradually 
as resolution of the pneumonic process continues. This 
helps the physician to determine how soon the patient 


TaBLeE 2.—Four Early Cases of Acute Pelvic Inflammatory 
Disease (Gonorrheal) 
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should resume activity. If, instead of gradually falling, 
the sedimentation rate begins to rise, some complication 
such as beginning empyema should be suspected. In, 
other forms of thoracic infection and suppuration the: 
test aids in determining whether the process is sub- 
siding, extending or remaining practically unchanged. , 
In Hodgkin’s disease and lymphoblastoma the sedi- 
mentation rate is usually significantly increased. It 
therefore is of some aid in differential diagnosis of 
these diseases and when patients return for reexamina-; 
tion an increased sedimentation rate suggests that 
process is still active and thus may help in the decision 
as to whether further roentgenologic treatment 1 
advisable. 
In acute febrile illnesses the test aids in detecting 
the early onset of complications. In many acute fevets 
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the sedimentation rate is not increased in the early 
stages but tends gradually to rise and then slowly to 
fall. Any sudden or striking increase in the sedimen- 
tation rate under such circumstances suggests the onset 
of some complication. 

The test is of some value also in following the 
progress of a patient who has had acute coronary 
thrombosis. 

In the third place, the sedimentation test may provide 
valuable aid in differential diagnosis. When used in 
this way, much caution must be exercised because the 
test is fundamentally nonspecific and its real function 
should be to indicate the presence of disease and to 
allow the course of disease to be followed. However, 
as a result of a large clinical experience with this test, 
in many diseases, we have found it to be of great prac- 
tical value in the differential diagnosis of several groups 
of cases, as follows: 

It may aid in distinguishing benign from malignant 
conditions, but the test must not be relied on too much 
in this regard. We have seen patients who had car- 
cinomas of various types and sizes, and who even had 
regional and distant metastasis, whose sedimentation 
rate was perfectly normal. Usually, however, the 
sedimentation rate is increased in the presence of 
malignant conditions, particularly when the lesion is 
of the ulcerating type. 

In skeletal malignancy, particularly when it is meta- 
static, the sedimentation rate is almost always increased 
and usually is markedly increased. In a group of fifty- 
eight cases in which there was skeletal metastasis, which 
we have been studying and which will be reported 
soon,'® in fifty-two sedimentation rates were more than 
25 mm. in one hour and in only three were sedimenta- 
tion rates less than 15 mm. in one hour. In most 
instances the sedimentation rates were high, so that the 
mean in the fifty-eight cases was 74.7 mm. in one 
hour (table 1). The frequency with which a markedly 
increased sedimentation rate occurs when skeletal 
metastasis is present is often a point of great value in 
the diagnosis of such a condition. A case of suspected 
metastatic skeletal malignancy, in which there is a 
significantly increased sedimentation rate that cannot 
be accounted for on any other basis, must be considered 
to be an instance of skeletal metastasis until it is proved 
otherwise, even though roentgenograms fail to reveal 
metastasis. In several such cases that we have seen, 
subsequent roentgenograms have revealed the skeletal 
metastasis. If, in addition to the increased sedimenta- 
tion rate, myeloid immaturity is discovered in examina- 
tion of the blood smear, and the total leukocyte count 
is normal or nearly normal, the diagnosis of skeletal 
malignancy can be made with a high degree of accuracy. 

_The sedimentation test is of great value also as an 
aid in the differential diagnosis of various forms of 
arthritis. As is shown in table 1, in ninety-one of 
100 cases of atrophic arthritis (infectious arthritis) 
Teported by Slocumb,'* sedimentation rates were more 
than 25 mm. and the mean rate was 71.6 mm. in one 
hour. In only three cases was the sedimentation rate 
less than 15 mm. in one hour, and these were all cases 
in which there was very little activity. In comparison 
with this, Slocumb noted that in 100 cases of fibrositis 
that were carefully selected from the standpoint of 
diagnosis (table 1) in only eleven were sedimentation 
fates more than 25 mm. in one hour. The mean was 
1.6mm. in one hour. In seventy-three of the 100 cases 
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the sedimentation rate was less than 15 min. in one 
hour. In simple hypertrophic arthritis the sedimenta- 
tion rate is rarely increased. It generally has been 
assumed that hypertrophic arthritis causes a slight 
elevation of the sedimentation rate in about 2 per cent 
of the cases, but in the twenty-five cases, records of 
which we took at random from our files, the sedimen- 
tation rate was normal in each instance (table 1). 
Finally, determination of the sedimentation rate has 
proved to be‘ valuable in the differential diagnosis of 
acute appendicitis from other acute abdominal diseases 
which simulate it. Lesser and Goldberger '° were the 
first to show that the sedimentation rate was normal 
in the presence of acute appendicitis without rupture, 
even though the appendix was gangrenous or markedly 
suppurative. Prior to the publication of their article it 
had been stated repeatedly that the sedimentation rate 
was normal in the presence of simple catarrhal appendi- 
citis, but the assumption apparently had been that in 
association with gangrenous or suppurative appendicitis 
the rate was likely to be somewhat increased. Repeat- 
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_ Chart 6.—Sedimentation rate in acute appendicitis and acute pelvic 
inflammatory disease. 


edly we have been able to confirm Lesser and Gold- 
berger’s observations. In the past two years we have 
made determinations of the sedimentation rate in nearly 
all cases of acute appendicitis that we have encountered 
and we have not noted a single case in which the sedi- 
mentation rate was definitely increased as a result of the 
appendicitis unless the appendix had ruptured. In 
chart 6 we have recorded the sedimentation rates in a 
selected group of these cases. The patients were all 
seen by the senior author and were selected because they 
exemplified extremely marked acute appendicitis. In each 
instance the appendix was either markedly gangrenous 
(grade 4) or markedly suppurative (grade 4) or per- 
forated. The diagnosis was confirmed in each case at 
operation or at necropsy. 

If 20 mm. per hour is the very upper limit of normal 
for the sedimentation rate, according to the method we 
have used and described, chart 6 will show that the 
sedimentation rate was normal in all except two cases 
of appendicitis without rupture. In one of these the 
sedimentation rate was 80 mm. in one hour but the 
patient had acute gonorrheal salpingitis as well as acute 
appendicitis, and the increased sedimentation rate 
undoubtedly was due to the former. In the other case 
the sedimentation rate was 28 mm. in one hour but 
the patient’s erythrocyte count was 3,240,000 per cubic 
millimeter of blood and we were certain that the anemia 





i. Kaump, D. H., Bannick, E. G., and Heck, F. J.: Unpublished data. 
pe oe Slocumb, C. H.: Differential Diagnosis of Periarticular Fibrositis 
Arthritis, J. Lab. & Clin. Med. 22: 56-61 (Oct.) 1936. 


15. Lesser, Albert, and Goldberger, H. A.: The Blood Sedimentation 
Test and Its Value in the Differential Diagnosis of Acute Appendicitis, 
Surg., Gynec. & Obst. 60: 157-166 (Feb.) 1935. 
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could account for the slightly increased rate without 
even making any actual correction, a point which we 
have made previously. 

Our observations, therefore, have been that acute 
appendicitis without rupture does not cause an increased 
sedimentation rate. However, this does not mean that 
because the sedimentation rate is increased the patient 
cannot have appendicitis. It simply means that such an 
increased sedimentation rate is due to something other 
than the appendicitis. The physician, therefore, must 
continue to use his clinical judgment. He must not 
rely entirely on any laboratory test and he must give 
the patient the benefit of surgical operation in a ques- 
tionable case such as the one to which reference has 
been made in which the patient had both acute appendi- 
citis and acute salpingitis. Fortunately, such an 
occurrence as this is rare, as chart 6 will show. Fur- 
thermore, appendicitis with rupture does not imme- 
diately result in an increased sedimentation rate. In 
chart 6 are represented four such cases in which 
sedimentation rates were perfectly normal ; however, as 
peritonitis develops the sedimentation rate soon rises, 
although it usually does not go as high in the cases in 
which there is general peritonitis as it does in those 
in which abscess develops. Lesser and Goldberger 
further stated that the consistently normal sedimenta- 
tion rate in appendicitis was of particular value in the 
diagnosis of acute appendicitis, because in all other 
conditions which produced the clinical picture of acute 
surgical conditions of the abdomen the sedimentation 
rate was definitely abnormal. In our experience this 
statement is true of most cases but not of all cases, and 
the exceptions are very important. Acute pelvic inflam- 
matory disease offers the most frequent and difficult 
problem in differential diagnosis from appendicitis. In 
most patients with acute pelvic inflammatory disease 
admitted to the hospital, the sedimentation rate is sig- 
nificantly increased, and this provides an extremely 
valuable differential point between the two diseases 
(chart 6). However, in certain cases of acute pelvic 
infection the sedimentation rate may be normal when 
the patient is first examined. This is undoubtedly due 
to the fact that the patient is exar.ined soon after the 
onset of symptoms or that the infection is an initial and 
mild one. In most of the other cases the infection has 
been present for some time before onset of the pain *® 
(chart 6). 

Chart 6 shows the sedimentation rates in a group of 
cases of acute pelvic inflammatory disease that we have 
encountered. In two cases the condition was postabortal 
and in all the others there were acute gonorrheal infec- 
tions, proved by cultures on chocolate blood agar. The 
sedimentation rate was significantly elevated in all but 
four cases. Table 2 shows that these cases all represent 
an early stage in the infection and that in each case the 
sedimentation rate rapidly increased in spite of the fact 
that the leukocytosis was diminishing. The practical 
point to be made is that the sedimentation rate in acute 
pelvic inflammatory disease is usually, but not always, 
increased, and therefore a normal sedimentation rate 
does not exclude this disease. The same is true of 
the other acute abdominal conditions such as acute 
cholecystitis and acute pyelitis or pyelonephritis. In 
most such cases in which patients are admitted to the 
hospital the sedimentation rate is significantly increased 
and this fact serves as a valuable aid in distinguishing 
these conditions from acute-appendicitis ; but occasion- 
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ally the sedimentation rate will be found to be normal, 
especially when the patient is examined early in the 
course of the illness. 

If these exceptions are kept in mind, the sedimenta- 
tion test will be found to be a very valuable laboratory 
aid in the differential diagnosis of acute abdominal 
diseases, particularly those which simulate acute appen- 
dicitis. 

CONCLUSIONS 

We hope that we have been able to prove the follow- 
ing points: 

1. If the sedimentation test is to have widespread use 
in the physician’s office as well as in the hospital, the 
test must be simple. 

2. Such a simple test is entirely adequate for prac- 
tical purposes if certain facts are kept in mind. If a 
single reading is taken at the end of one hour, a tube 
such as the Westergren tube, which is 200 mm. tall, 
should be used. Shorter tubes may require more 
frequent determinations if the true rapidity of the 
sedimentation process is to be determined. The tube 
must be kept in a strictly upright position. Anemia 
tends to accelerate the rate of sedimentation, and 
allowance must be made for this fact, but a routine 
correction for anemia in each case is unnecessary. 

3. When the use of the sedimentation test is 
restricted to those cases in which it has its chief clinical 
value, and when the limitations of the test are recog- 
nized, it will continue to be an extremely valuable 
laboratory aid in clinical medicine. 





SOME PHASES OF POSTGRADUATE 
INSTRUCTION IN OPHTHAL- 
MOLOGY 


WALTER R. PARKER, M.D., Sc.D. 
DETROIT 


In 1929 I prepared a report for the International 
Congress of Ophthalmology on the method of under- 
graduate and postgraduate teaching in Great Britain 
and her dominions and in North and South America. 
The report as it pertains to the undergraduate teaching 
in this country need not concern us here. There is one 
point in the postgraduate teaching in this country, how- 
ever, that may be of interest. Questionnaires were sent 
to all the class A colleges, requesting a statement con- 
cerning the facilities for postgraduate instruction in 
ophthalmology, and replies were received from forty. 
Of these, seven were reported as offering a systematic 
postgraduate course in ophthalmology. It is quite 
impossible to state definitely the number of institutions 
in which postgraduate training is given for the reason 
that, in the classification, some reports include only 
those giving announced courses, while others include 
those giving instruction to the resident staff. The 
latter, it seems to me, should be included among those 
giving graduate work if a comprehensive course is 
given, even though the number privileged to take the 
course is limited. This report was made from data 
collected seven years ago and the situation may be 
somewhat changed. 

When I started to collect material for this address 
I had in mind to attempt a detailed study of the 
methods of instruction in the institutions in which tt 
was reported that advanced courses in ophthalmology 





16. Smith, C. T.; Harper, Thelma, and Watson, Anna: Sedimentation 
Time as an Aid in Differentiating Acute Appendicitis and Acute Salpin- 
gitis, Am. J. M. Sc. 189: 383-387 (March) 1935. 


Read before the Section on Ophthalmology at the Eighty-Eighth Annual 
Session of the American Medical Association, Atlantic City, N. J» 
June 9, 1937. 
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INSTRUCTION 


were given. I soon realized, however, that the impor- 
tant question before us today is not how the course of 
instruction is conducted in certain institutions but rather 
what steps might be taken to increase the number of 
centers where adequate instruction might be given and 
that, perhaps, it is more a question of organization than 
of curriculum. I recently had made a list of names of 
all the ophthalmologists, and ophthalmologists and oto- 
laryngologists listed in the last American Medical Direc- 
tory, the names to appear in the new directory to be 
issued by the International Congress of Ophthalmology. 
There were, in all, 7,200 names recorded as practicing 
ophthalmology alone or ophthalmology and otolaryn- 
gology. As the names were arranged alphabetically, it is 
impossible to state definitely the number registered as 
ophthalmologists. There are ninety-five residencies in 
oplithalmology approved by the Council on Medical 
Education and Hospitals, and according to Dr. Lancaster 
there are about 500 students contemplating training in 
ophthalmology. When one compares the number of 
ophthalmologists and ophthalmologists and otolaryn- 
gologists listed in the directory with the number cer- 
tificated, the significance of the task undertaken by the 
board is evident. 

It is quite impossible to think of the subject of educa- 
tion in ophthalmology, as it has developed during the 
past twenty-five years, without a keen sense of appre- 
ciation of the results accomplished by the American 
Board of Ophthalmology. I was not a member of the 
original board and so do not hesitate to pay my respects 
to the original members and to acclaim my admiration 
for the wisdom and foresight they displayed in the 
organization and administration of the affairs of the 
board. It was pioneer work, and the results were not 
accoinplished without some opposition. From the first 
the deliberations of the members were serious and each 
one gave the best of his talents. Working without 
precedent as a guide, the members of the board had 
to develop and correlate all the details. The formula- 
tion of specific requirements for certification is not so 
simple a problem as one might imagine and the board 
has been subjected to some unjust criticism for not 
being more definite in its specifications. What it did 
in establishing the requirements in training was to 
formulate a certain number of equivalents that would 
satisfy the board and treated each case on its merits. 
I think I am safe in saying that, in its most enthusiastic 
moments, little did the board realize that in such a short 
space of time the work it instituted would be so gen- 
erally accepted, become national in scope and be spon- 
sored by the American Medical Association. It is an 
accomplishment that may well make every ophthal- 
mologist justly proud. 

Whatever our ideals may be, the problem before the 
boards is to meet the situation as it presents itself today 
and to prepare for future expansion. Progress has 
been so rapid and the organization has become so com- 
plex that, again, time will be required to smooth out 
the workings of the machinery necessary to develop 
and coordinate all the varying interests. All ophthal- 
Mologists are familiar with the organization of the 
Advisory Board for Medical Specialties as it is now 
constituted. Some phases of the situation, as it con- 
cerns postgraduate instruction in ophthalmology, will 

considered, although what I have to say might be 
applied to any one of the clinical specialties represented 
by the Advisory Board for Medical Specialties. In 
general, the question of postgraduate instruction as it 
pertains to the present organization presents two major 
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points: first, the formulation of requirements of the 
board for certification and, second, the classification 
and expansion of approved centers where adequate 
instruction will be given. 

In order to acquaint those interested in coming 
before the board as candidates for certification, and for 
the benefit of instructors, the American Board of Oph- 
thalmology has prepared a syllabus to indicate to can- 
didates what ground they are expected to cover in the 
study of the subjects required and, for teachers, courses 
of study more extensive than are at present commonly 
offered. If to these plans are added a classification 
and suggested organization of the clinics where ade- 
quate instruction may be obtained, the whole will not 
only encourage those who are now offering sufficient 
training but lead to the development of other teaching 
centers. The members of the board are all practical 
men with teaching experience, perfectly familiar with 
conditions as they exist, and certainly they will not be 
unreasonable in their requirements. The requirements 
can be raised as the teaching facilities will warrant. 
The length of time required in preparation might not 
be the same in all the specialties, but, as Dr. Lancaster 4 
says, “In the end each board must be admitted to be the 
best judge of the standards for its own specialty.” 

The increasing appreciation of the dependence of 
ophthalmology on the general medical examination is 
well shown by the passing of the isolated eye hospital. 
To meet this situation the special hospitals are either 
adding a staff representing the essential branches of 
medicine or are becoming an integral part of a medical 
center. In many institutions the recognition of the 
importance of certain specialties has resulted in the 
establishment of separate departments. Just what 
determines when a branch of medicine ‘or surgery 
should be given a special department is difficult ‘to say. 
Apparently, those that have been so recognized in recent 
times have been brought about more through the pre- 
eminence of individual workers than through any 
sympathetic plan on the part of the governing bodies. 
Undoubtedly, more progress has been made in every 
instance when a certain autonomy has been granted 
than would have been the case had the department 
remained submerged. I would suggest that, when the 
Council on Medical Education and Hospitals makes its 
inspection of clinical centers, the attitude of the institu- 
tions toward the specialties be considered. This is 
important for the reason that the services of the best 
teachers will not be available unless the position as 
senior member of the staff carries with it the dignity 
and responsibility of professional and administrative 
authority. 

While adequate clinical instruction is given in many 
hospitals, instruction in the basic subjects is given in 
only a very small number. The suggestion has been 
made that intensive courses in the basic subjects be 
given in centers to be established in various parts of 
the country. If centers could be established and main- 
tained where the basic subjects could be given, it might 
be ideal; but such opportunities will not, in all prob- 
ability, be available for some time to come. I am well 
aware of the fact that some educators believe that 
clinical teaching should not be given until after the. 
basic subjects are taught. On the other hand, there is 
a tendency to incorporate clinical teaching in the pre- 
clinical year in undergraduate courses. Replies to 
inquiries concerning instruction in the basic subjects 





1. Lancaster, W. B.: -Educational Standards of Ophthalmology That 
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revealed the fact that there was no general understand- 
ing as to how much instruction in these subjects should 
be required to qualify an ophthalmologist. This is a 
question for the board to determine. The present 
system of presenting instruction in the basic subjects 
during the period of clinical training has worked satis- 
factorily for the most part, and perhaps for the present 
it should not be discouraged and an effort should be 
made to arrive at a more general agreement as to the 
exact requirements in the fundamental subjects. 

The main question before us today is How can the 
clinical and teaching material we have at hand be 
utilized in order to increase the number of teaching 
centers ? 

The epoch making results accomplished by the 
Council on Medical Education and Hospitals in the 
classification of medical schools is well known. My 
understanding is that a similar classification of the 
available teaching centers in the specialties is to be 
made. The coordination of facilities for the teaching 
of specialties is to be undertaken by the Advisory Board 
for Medical Specialties. It would seem that a practical 
working organization would be for the various boards 
to determine the requirements that could be properly 
enforced at any particular time, the Council on Medical 
Education and Hospitals to designate available teaching 
centers, all to be coordinated by the Advisory Board 
for Medical Specialties. The essential principle under- 
lying the specifications for certification in a specialty, 
as well as in the classification of teaching centers, is to 
keep the requirements within the bounds of perform- 
ance. The requirements of the board could be increased 
as the teaching facilities would warrant. The process 
should be one of evolution and not of legislation. The 
object is not to produce superstudents—they have an 
uncanny way of looking after themselves—while all the 
legislation in the world would not make an unborn 
research worker productive. The classification of insti- 
tutions might include not only those that offer oppor- 
tunity for instruction in all the branches required but 
such as offer acceptable instruction only in clinical 
training and those that offer work in the basic subjects. 
If this information was available the student could 
take the work in a manner most convenient to himself. 
It matters not where one does one’s work so long as 
one meets the training requirements and can pass the 
examination. 

Ophthalmology cannot be a thing apart from the field 
of medicine and surgery, and to be thoroughly appre- 
ciated the work must be coordinated with the essential 
branches of both. The most favored ophthalmic service 
is one that is an integral part of a general teaching 
hospital. The next most favored is one associated with 
a general nonteaching hospital or a special hospital 
which has an auxiliary staff covering the essential 
branches of medicine, surgery and dentistry. Is it not 
true that there are many clinics with an abundance of 
clinical material and efficient clinical staffs that are 
doing good work as far as care of the patients is con- 
cerned but where very little attention is being paid to 
the training of assistants? Either from lack of interest 
or from lack of cooperation on the part of the manage- 
ment, things go unchanged year in and year out. By 
proper organization could not many of these clinics be 
developed into teaching centers and thereby contribute 
their quota toward the solution of the educational prob- 
lem? The classification of the available teaching units 
contemplated by the Council on Medical Education and 


ws 





Jour. A. M. A, 
Oct. 16, 1937 


Hospitals should give the whole movement an added 
impetus that will, in the near future, lead to gratifying 
results. 

While not offering it as an ideal plan, I should like 
to speak of a service with which I am familiar, the 
organization of which was as follows: The staff was 
made up of rotating and permanent members, the rotat- 
ing members being on full time and the permanent 
members on part time. There were three members of 
the rotating staff, each serving for three years after one 
year’s service in a general hospital, one year as intern, 
one year as junior assistant and one year as senior 
assistant. In addition to the regular work, one evening 
a week during the college year was devoted to instruc- 
tion in the basic subjects, and during the senior service 
the one in charge quizzed the junior students, and all 
members of the staff assisted in demonstrating cases 
to the members of the section of the senior class. Asa 
matter of fact, the plan as outlined was instituted as 
part of an organization designed to teach ophthalmology 
to undergraduate students. After the establishment of 
the American Board of Ophthalmology the instruction 
given the rotating staff members was modified to meet 
the requirements of the board. Throughout the entire 
period the reading material was suggested and frequent 
informal meetings of the rotating and permanent staffs 
were held. Each year one man was graduated who was 
well trained in ophthalmology and who had had some 
experience in teaching. The details of clinical and lab- 
oratory work need not be given, as they would vary 
somewhat in each clinic. To increase the available num- 
ber of centers of instruction, would it not be possible, 
by sympathetic assistance and suggestions concerning 
organization and enlistment of qualified teachers, to 
develop similar services in many hospitals? The num- 
ber of students enrolled would depend on local condi- 
tions and the term of service on the requirements of 
the board. In special hospitals with more than one 
clinic functioning daily a rotating staff might be added 
to each service instead of having a single staff for the 
entire hospital as at present. I am familiar also with 
the reorganization of a clinic designed primarily to 
awaken interest in the basic subjects. An outline of the 
courses was prepared by the chief of clinic, and the most 
promising members of the staff were selected to develop 
a course and to present it to the staff. In a compara- 
tively short time an interest in the basic subjects was 
created that permeated the whole group. The courses 
were very elementary and, as so often happens, the 
greatest benefit came to the members of the staff who 
gave the course. 

One cannot speak of postgraduate education in oph- 
thalmology without considering the part played by short 
courses. While short courses serve as a review and 
may be a source of stimulation to those who take them, 
the benefit derived from this method of instruction 
cannot in any way be compared to that received in a 
residency or from being a member of the staff. The 
benefit to be derived through having clinical responst- 
bility cannot be acquired in any other way. 

There is no cause for pessimism concerning the prog- 
ress of ophthalmology in this country, when one realizes 
the advance that has been made during the last twenty- 
five years. Probably the most important influence 
this change has been the American Board of Ophthal- 
mology, the activities of which not only have elevat 
the standards of clinicians but have had a most bene 
ficial influence on the quality of teaching offered. 
outstanding advance in the instruction offered in 
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thalmology has been manifest through the systematic 
courses given to resident staffs. The rate of progress 
may have been slow, but there is every reason to believe 
that it will be greatly accelerated by the activities of the 
Advisory Board for Medical Specialties as sponsored 
by the American Medical Association. 

1553 Woodward Avenue. 





PAIN LOW IN THE BACK AND 
“SCIATICA” 
DUE TO LESIONS OF THE INTERVERTEBRAL DISKS 
J. S. BARR, M.D. 

A. O. HAMPTON, M.D. 
AND 

W. J. MIXTER, M.D. 
BOSTON 


In previously published papers,’ attention was drawn 
to the role of the intervertebral disks in causing intrac- 
table “sciatic” radiation of pain from pressure of her- 
niated disk tissue on one or more roots of the cauda 
equina in the lower lumbar region. At first this syn- 
drome was thought to be rare, but investigation has 
revealed that a considerable number of cases previously 
classified as sacro-iliac or lumbosacral strain were really 
rupture of an intervertebral disk. This diagnosis 
should be considered in the study of every case of 
strain low in the back and “sciatica.” This paper is a 
joint effort to correlate the information obtained from 
a study of fifty-eight patients with proved rupture of 
an intervertebral disk in the lumbar region, operated 
on at the Massachusetts General Hospital from 1927 
to June 1937. 

A detailed historical review of the literature on the 
intervertebral disk is beyond the scope of this paper. 
A fairly complete bibliography is appended to articles 
by Barr’? and Hampton and Robinson.’© The first 
report of injury to an intervertebral disk in modern 
medical literature seems to have been made by Kocher * 
in 1896. To Goldthwaite * belongs the credit for first 
(1911) suggesting that injuries to intervertebral disks 
might be a frequent cause of “lumbago” and “sciatica.” 
The surgical removal of “chondromas” of the interver- 
tebral disk pressing on the spinal cord or nerve roots 
has been described by various neurosurgeons, among 
them Adson,* Elsberg,®> Dandy ® and Mixter.* Mixter 


From the Massachusetts General Hospital. * RY 

Read before the Section on Orthopedic Surgery at the Eighty-Eighth 
— Session of the American Medical Association, Atlantic City, N. J., 
une 10, 1937. 
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and Barr" pointed out in 1934 that these “chondromas” 
were not neoplasms but were simply herniations or 
ruptures of normal intervertebral disk tissue into the 
spinal canal and that they were a frequent cause of 
“sciatica” and strain low in the back. They reported 
nineteen proved cases from the Massachusetts General 
Hospital. Later reports by us ™ have described in detail 
the neurologic and neurosurgical, roentgenologic and 
orthopedic aspects of these lesions. 


SIGNS AND SYMPTOMS 


The clinical syndrome of rupture of a lumbar inter- 
vertebral*disk with pressure on one or more roots of 
the cauda equina is similar to sacro-iliac or lumbosacral 
strain with “sciatica.” In fact, a clinical differential 
diagnosis in many cases is impossible. The patient is 
usually a healthy, vigorous man between the ages of 
20 and 50 whose chief complaint is pain radiating uni- 
laterally down the posterior part of the thigh and the 
posterolateral part of the calf. There may be pain in 
the buttock or in the lumbosacral or sacro-iliac region. 
There may be a sensation of numbness or tingling in 
the involved extremity. Bilateral radiation of pain, 
muscular weakness or paralysis and incontinence of 
urine and feces are occasionally found and indicate 
severe damage to the cauda equina. <A history of 
trauma to the lower part of the back was obtained in 
about 80 per cent of our cases. The most common type 
of trauma was sustained when the patient was lifting 
a heavy weight and felt something “give way” in the 
lower part of the back. In about one half of the cases 
trauma immediately preceded the onset of symptoms. 
Almost half of our patients had a history of remissions 
and exacerbations of their symptoms. Practically 
without exception they had had prolonged conservative 
orthopedic treatment consisting of rest in bed, support 
of the back and exercises. 

On physical examination, limitation of motion of the 
lumbar part of the spine by muscle spasm is the most 
characteristic observation. The usual lumbar lordosis 
is diminished or obliterated. Kyphosis may be present 
to such an extent as to simulate vertebral collapse. A 
fixed list (‘‘sciatic scoliosis”) of the lumbar part of 
the spine, which occurs toward or away from the 
affected side with about equal frequency, is commonly 
noted. Straight leg raising is limited almost always 
unilaterally and sometimes bilaterally. There is local 
tenderness over the lumbar spinous processes and inter- 
spinous ligament at the site of the lesion in many of 
the cases. There may be tenderness over the buttock, 
the sacro-iliac ligaments and the course of the sciatic 
nerve. In most cases certain positions relieve and 
others aggravate the radiating pain. 

Neurologic changes, motor, sensory and reflex, may 
be totally absent in perhaps half of the cases. The most 
common neurologic finding is absence or diminishing of 
the ankle jerk on the affected side. Sensory impair- 
ment or anesthesia is rarely demonstrated because, as 
Foerster * has shown, two or more sensory roots must 
be severed before anesthesia is demonstrated in the 
corresponding dermatome. A few patients have shown 
complete or partial paraplegia, the lesion being so large 
that it occluded the spinal canal. 

If the history, physical examination and ordinary 
roentgenograms suggest the possibility of a ruptured 





7a. Mixter and Ayer. Hampton and Robinson.© Barr.14 
8. Foerster, Otfried: The Dermatomes in Man, Brain 56:1 (March) 
1933. 
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disk as the cause of intractable “sciatica,” lumbar punc- 
ture is indicated. It should be done as low as possible, 
preferably at the lumbosacral articulation, and the first 
2 to 5 cc. of fluid removed should be examined for the 
total protein content. Elevation of the total protein 
content is apparently due in most instances to irritation 
of the nerve roots and not to a block in the circulation 
of the cerebrospinal fluid. If the total protein is deter- 
mined on successive fractions of fluid, it is often 
observed that the first fraction contains much more 
than the last one. Hence, if the lumbar puncture is 
done too high, or too large a quantity of fluid is 
removed, a false normal value may be found. Eleva- 
tion of the total protein above 40 mg. per hundred cubic 
centimeters was present in all but six of our cases. If 
the content is elevated we do not hesitate in proceeding 
with the diagnostic use of iodized oil, but if it is within 
normal limits we must rely on appraisal of the clinical 
picture in deciding whether or not to use iodized oil. 
A study of the regular roentgenograms of the lumbar 
part of the spine revealed no significant variation from 
the normal in about one half of our cases. This type 


TasLe 1.—ZJncidence by Sex and Age 











Sex Age 
Women ..... 13 22.6% Youngest ....... 20 
OS eee, 45 77.4% re 53 
bees ao ¢ es 
Total. «css 58 100 % Average ..... 37 





TaBLE 2.—Location of Lesion 








Cases 
Disk between 2d and 3d lumbar vertebrae......... 1 
Disk between 3d and 4th lumbar vertebrae........ 4 
Disk between 4th and 5th lumbar vertebrae....... 35 60% 
Disk between 5th lumbar and Ist sacral vertebrae.. 17 30% 


Disk between Ist and 2d sacral vertebrae......... 





of examination, therefore, cannot be relied on as an 
indication for or against the injection of iodized oil. 
Narrowing of the intervertebral joint spaces, with or 
without formation of new bone about the margins of 
the joint, occurred in one third of the lesions located 
at the fourth lumbar disk, but it was often associated 
with narrowing of other intervertebral joint spaces, 
particularly the space between the fifth lumbar vertebra 
and the sacrum. Sciatic scoliosis and partial oblitera- 
tion of the normal anterior lordotic curve of the lumbar 
part of the spine occurred in most of the cases. The 
familiar Schmorl’s ® nodule in the body of a vertebra 
was seen only occasionally and is purely an incidental 
observation. 


EXAMINATION WITH IODIZED OIL 

The roentgenoscopic examination after the injection 
of iodized oil is the most. important step in the diag- 
nosis. The lesion can be accurately localized and readily 
demonstrated on the roentgenogram. It is necessary 
that the examination be done with the proper technic. 
In a series of over 100 cases we observed no permanent 
ill effects which could be attributed to the use of iodized 
oil in the spinal subarachnoid spaces. 

Five cubic centimeters (one ampule) of iodized 
poppy-seed oil is injected into the lumbar canal. The 





9. Schmorl, Georg, and Junghann, Hervert: Die gesunde und Kranke 
wirbelsdiule im Roentgenbild, Leipzig, Georg Thieme, 1932. 
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roentgen examination may be done immediately after the 
injection or at any time thereafter up to several months, 
It may be necessary to give the patient appropriate 
drugs for the relief of pain so that he can cooperate 
in the examination. The equipment for the examina- 
tion consists of a tilting roentgenoscopic table and a 
quick change-over switch so that instantaneous roent- 
genograms can be taken during roentgenoscopy. The 
usual roentgenoscopic equipment may, however, be used 
with fairly good results in the study of the lower 
lumbar area. The advantages of films taken during 
roentgenoscopy cannot be overestimated. Before the 
examination is begun the patient is allowed to sit up 
for a few moments in order to collect the iodized oil 
as one mass in the sacral culdesac. He is then placed 
facing the roentgenoscopic table in the upright position 
and is manipulated by tilting the table under roentgeno- 
scopic control, the oil being thus forced to flow slowly 
up and down the anterior aspect of the subarachnoid 
spaces when the patient is tilted to the horizontal 
or to the Trendelenburg position. Particular attention 
is directed toward maintaining the iodized oil in a single 
mass, and it is possible by this method to place the small 
quantity of iodized oil in practically any portion of the 
lumbar canal. Since the lesion to be demonstrated is a 
small anteriorly placed extradural nodule at the disk 
levels, the iodized oil must be brought into contact with 
the anterior dural surfaces, and in order to-do this the 
patient must lie face down on the table. If a question- 
able filling defect is observed, an effort is made to 
obliterate it either by turning the patient from side to 
side or by repeating the tilting process. A constant 
filling defect in any region is recorded by serial roent- 
genograms taken in various angles of rotation of the 
patient. Originally the upper dorsal region was usually 
examined, in the belief that multiple ruptures of the 
disks might be present. Multiple ruptures have proved 
not to be the case. The upper dorsal area is now not 
examined when the patient has no symptoms referable 
to that portion of the spinal canal. It is possible that 
this fact may account for the infrequency of some of 
the untoward reactions others attribute to the use of 
iodized oil. The examination of the upper dorsal area 
is, however, carried out, when indicated, in the same 
manner as the examination of the upper lumbar and 
lower dorsal areas. Care should be taken to prevent 
the iodized oil from entering the skull, and this can be 
done by examining the cervical area only with the 
patient in the face-down and lateral position. 

“ If a tilt table is ‘not available, the normal lordotic 
curve of the lumbar vertebrae and the inclined plane of 
the sacrum may be utilized to force the flow of iodized 
oil toward the head when the patient lies face down on 
the table. By having the patient sit, the iodized oil may 
be returned repeatedly to the sacral culdesac. For this 
type of examination it is necessary that the patient be 
able to shift his position rapidly or that he be able to 
assume the face-down position quickly without remait- 
ing for an appreciable time on his side, because the 
iodized oil may already be above the site of the sus- 
pected lesion before roentgenoscopy is possible. It 18 
also necessary that a quick change-over switch be avail- 
able if satisfactory roentgenograms are to be takem 
In this manner, without a tilting table, it is possible to 
examine the greater portion of the lumbar area, but 
is practically impossible to obtain a satisfactory exatillr 
nation of the dorsal and cervical areas. _ 
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INTERPRETATION OF X-RAY APPEARANCES 

A correct understanding of the results of roentgen 
examination is dependent on an accurate knowledge of 
the anatomy of the cauda equina and the nature of the 
lesion to be demonstrated. The anatomic considera- 
tions are beyond the scope of this paper, and only 
typical examples of the filling defects produced in the 
shadow of the contrast medium can be discussed. The 
posterior rupture of the intervertebral disk which pro- 
duces unilateral symptoms consists of a rounded nodule 
l cm. or more in diameter. This nodule lies just lateral 
to the strong central portion of the posterior longi- 
tudinal ligament and is directed toward the lamina of 
the vertebra (fig. 1). 

Ii, figure 1 the cauda equina together with the dura 
are -hown to have been completely removed. The inter- 
vert:bral disk is covered by the ligamentous structures. 
The rounded nodule represents typical rupture of a 
disk 

Fk sure 2 illustrates the relation of a ruptured disk 
nod ie to the dura and the sheathed portions of the 
ner’ roots. The nerve roots are pressed on before 


acquires its sheath. At the point of exit of the nerve 
root there is a triangular pouch beneath and medial to 
it, which fills readily with iodized oil, and these spaces 
have been termed the axillary pouches. They are of 
importance because they may be used to identify nerve 
roots. 

Figure 4 is a roentgenogram taken with the patient 
in the upright position after 5 cc. of iodized oil had 
been injected into the subarachnoid spaces. A _ fluid 
level can be Seen opposite the fourth lumbar vertebra. 
There is asymmetrical filling of the nerve sheaths and 
fairly symmetrical filling of the axillary pouches. No 
abnormality is demonstrated. These observations were 
confirmed by operation. In this case the degree of 
filling is sufficient for a complete examination of the 
fourth and fifth lumbar disk areas without its being 
necessary to change the position of the patient. In 
each case we examined in which a ruptured disk was 
found at operation the defect was clearly demonstrated 
in the anteroposterior view. If no filling defect is seen 
in the anteroposterior view the examination is con- 
sidered to show no evidence of ruptured disk. The 
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Fig. 1.—Schematic drawing of typical uni- Fig. 2.—The cauda equina covers the Fig. 3.—Appearance after opening of the 
lateral posterior rupture of the fourth lum- nodule of the ruptured disk. It is usually dura. The relation of the intradural roots 
bar disk. The laminae, pedicles and cauda more easily palpable than visualized. Note to the extradural mass is seen. Compare 
equina have been removed. The nodule the relation of nodule to nerve root and this illustration with the roentgenograms 
Projects backward toward the lamina. pedicle. taken after the injection of iodized oil. 


they leave the subarachnoid space; that is, in the area 
which can be readily filled by iodized oil. Note the rela- 
tion of the nerve root to the base of the pedicle. The 
nodule is nearly always opposite the inferior portion 
and articulating facet of a lamina. 

In figure 3 the cauda equina is in position and the 
dura has been opened. An extradural, anteriorly placed, 
unilateral mass is seen displacing one nerve root mark- 
edly and its neighbor only slightly. The degree of 
deformity or displacement of these roots depends on 
the size and location of the lesion. 

It is the purpose of the roentgen examination after 
the injection of the contrast medium to demonstrate 
filling defects corresponding to this rounded mass apd 
the displaced nerve roots. If the cauda equina is nor- 
mal, there is symmetrical filling of the subarachnoid 
Spaces. lodized poppy-seed oil is a viscid substance 
and the space around the nerve roots is only potential, 
and therefore some time is often required for complete 
filling of the lateral portions of the subarachnoid spaces 
and particularly the nerve sheaths. Asymmetrical fill- 
ing of the nerve sheaths is a normal observation. Each 
herve root lies in contact with the lateral wall of the 
arachnoid membrane before it makes its exit and 


lateral view is seldom of definite value because the 
defect is unilateral and is not usually seen in this view, 
being obscured by dense iodized oil which occupies the 
normal side of the canal. On the contrary, the lateral 
view may show minor pressure defects at the disk levels 
which are of no clinical significance and should be 
disregarded. 

Figure 5 is the reproduction of a roentgenogram 
taken instantaneously during roentgenoscopy as the 
patient lay face down on the tilt table. One half of 
the iodized oil is above and one half below the fourth 
lumbar disk. The filling defect on the right side 
(marked by the arrow) is characteristic of a unilateral 
rupture of a disk. The filling defects produced by the 
compressed nerve roots are seen in the upper lateral 
margin of the defect, and the convex medial defect 
corresponds to a medially displaced nerve root. Com- 
pare this illustration with figure 3. Large. defects in 
the shadow are produced by large lesions, but it does 
not follow that small filling defects are produced by 
small lesions, because the nodule may extend laterally 
beyond the shadow of the iodized oil. 

In figure 6 the defect is unusually large and simulates 
an intrinsic tumor, but in the lateral view it could be 
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seen to occupy the anterior aspect of the cauda equina 
opposite the disk area. There is complete filling of 
the subarachnoid spaces opposite the body of the fourth 
lumbar vertebra above the lesion, but the root sheaths 
show little filling. The examination was done with the 
patient in the upright position. The filling defect 
proved to be a rather large unilateral rupture of the 
intervertebral disk. Figures 5 and 6 represent ruptures 
of the disks between the fourth and fifth lumbar ver- 
tebrae, and it is thought that all clinically important 
ruptures of the disk at this and higher levels can be 
demonstrated in the manner described. Ruptures of 
the disk between the fifth lumbar vertebra and the 
sacrum are more difficult to demonstrate, because of 
the anatomic relationship; for example, the first sacral 
root may cross the disk outside the area containing the 
iodized oil and therefore not be demonstrable. This 
condition, however, did not occur in our series of cases. 

A typical unilateral rupture of the fifth lumbar disk 
is illustrated in figure 7. The character of the defects 
is quite similar to those seen elsewhere in the lumbar 
area, but the defects are often smaller and in some 
instances can be visualized only on the roentgenogram. 
It is therefore advisable that roentgenograms be taken 
during fluoroscopy as the iodized oil crosses each disk 
area. The fifth disk area can usually be more accu- 
rately examined several davs after the oil has been 
injected, because more complete filling of the nerve 
sheaths and lateral 
portion of the canal 
will take place. For 
this reason we 
usually reexamine 
within one or two 
weeks all patients 
whose examinations 
gave negative re- 
sults. 

The rupture that 
is seen in figure 7 
definitely involves 
the first sacral root 
but may also com- 
press the second and 
third sacral roots. 








THE ACCURACY OF 
ROENTGEN EXAM- 
INATION WITH 
IODIZED OIL 


The filling defect 
of the ruptured disk 
fragment was dem- 
onstrated in each of 
a consecutive series 
of thirty-one pa- 
tients examined 
with iodized oil. In 
one of this series 
the defect was pres- 
ent but was overlooked. An outright diagnosis of 
ruptured intervertebral disk was made in twenty-three 
cases. 

When the lesions were unusually large or caused 
a complete block, they wetfe more commonly interpreted 
as due to tumor. Fractures of the laminae, thickening 
of the ligamentum flavum and arachnoiditis have pro- 














Fig. 4.—Normal filling of the lower lum- 
bar subarachnoid spaces after the injection 
of 5 cc. of iodized oil. The patient is in 
the upright position. Asymmetrical filling 
of the nerve sheaths is a normal variation. 
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duced confusing pictures with iodized oil. One explora- 
tion after a positive roentgen diagnosis and six after 
a negative diagnosis gave negative results. 


OPERATIVE TECHNIC 


We believe that this lesion tends to weaken the spine 
and that exploration of the spinal canal will weaken it 
still further. Therefore, we plan our approach to pre- 
serve the strength 
of the spine as much 
as possible and fol- 
low laminectomy by 
a bone graft if the 
patient does heavy 
work. 

It is not neces- 
sary to remove more 
than one or at most 
two laminae if lo- 
calization has been 
accurate, and the 
lamina should be 
resected widely only 
on the side of the 
lesion. The bulging 
mass is felt by pal- 
pating the lumbar 
sac. If it is situated 
far out toward the 
intervertebral fora- 
men, the dural sac 
is retracted toward 
the midline until it 
is exposed. If the 
mass is in the mid- 
line the dura is 
opened as usual for 
the removal of a 
tumor of the cord 
and then opened 
again anteriorly 
over the mass. As 
the extruded frag- 
ment lies anterior 
to the posterior longitudinal ligament, the latter struc- 
ture is incised, and then the mass of fibrocartilage is 
easily removed. It frequently lies free, with no attach- 
ment to the edge of the disk. The iodized oil is then 
removed, the bone graft placed and the wound closed 
as usual. A more complete discussion of the surgical 
technic will be found in a forthcoming paper to be 
published in the Annals of Surgery. 
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Fig. 5.—Typical filling defect produced 
by unilateral rupture of the fourth lumbar 
disk. The two serrations at the upper mar- 
gin of the defect are produced by com- 
pressed nerve roots within the subarachnoid 
space. The iodized oil is equally distributed 
above and below the disk level when the 
patient is face down. 


HISTOLOGY 
Microscopic examination of the removed specimen 
reveals that it is identical with the normal intervertebral 
disk. Sometimes it is from the annulus fibrosus 
spmetimes from the nucleus pulposus; often elements 
of both tissues are present. 


END RESULTS 


It is interesting to note that almost every patient Is 
immediately relieved of pain in the leg after the opet@ 
tive removal of the ruptured disk. In study of 
end result, evaluation of ability to work as well as of 
relief from pain was attempted. Eight cases are 100 
recent to be included in the study of the end results. 9 
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the remaining fifty patients, thirty-two are well. | 
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have no pain and are able to engage in the activities 
they pursued before they were ill. Twelve additional 
patients are markedly improved but have some minor 
complaint, such as slight pain or sensation of weakness 
in the back, which prevents them from being rated as 
well. Two patients have had relapses and their opera- 
tions are classed as failures. There was one post- 
operative death. Three other patients have died of 
incidental causes but were relieved of their pain during 
their postoperative life. 


COMMENT 

Certain points concerning the diagnosis and care in 
these cases need emphasis. 

In our present state of knowledge we cannot yet 
make an accurate clinical diagnosis of ruptured inter- 
vertebral disk and must rely on roentgen studies after 
the -ubarachnoid injection of a contrast medium to 
veriiy clinical suspicions. lIodized oil should not be 
injec'ed into the spinal canal of every patient suffer- 
ing irom “sciatica.”” Prolonged, adequate, conservative 
orth: pedic care should be insisted on in every case of 
suspected rupture of an intervertebral disk before 
iodiz d oil is used. Injection of saline solution or 
proc:ine hydrochloride, manipulation and fasciotomy 
(Ob: '°) may be included as “conservative” measures. 








Fig. 6.—The rupture is unusually large and presents somewhat the 
appearance of an intradural tumor, but its extradural position can be 
readily established by roentgenograms in the lateral view. The patient 
the the upright position, and there is complete filling above the lesion. 
uptured disk was found at operation. 


If these fail to relieve the sciatica, the diagnostic use 
of iodized oil is indicated before lumbosacral or sacro- 
iliac fusion is resorted to, particularly if the total pro- 
ttn in the spinal fluid is elevated. The operation 
laminectomy and spinal fusion) is a formidable one 





ue Ober, Frank R.: Relation of the Fascia Lata to Conditions in the 
et Part of the Back, J. A. M. A. 109: 554 (Aug. 21) 1937, 
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and should not be advised except on the clearest indi- 
cations and after the use of conservative measures have 
failed to give relief. The technic of examination with 
iodized oil is exacting, but in competent hands the 
accuracy of diagnosis is very high. 

Localized arachnoiditis with matting together of the 
nerve roots has been found associated with ruptured 














Fig. 7.---Fiiling defect produced by posterior rupture of the fifth lumbar 
disk. The sheaths of the first and second sacral roots are well fillled on 
the side opposite the lesion. The defect is similar to but less definite 
than the defects seen at higher levels. 


disk in at least three cases. We believe that it may 
have been caused by localized hemorrhage or trauma to 
roots and meninges at the time the disk was ruptured. 
In two cases in which ruptured disk was suspected, 


TABLE 3.—Status After Operation 








Cases 
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the condition proved to be arachnoiditis without evi- 
dence of ruptured disk. It may be that the same sort 
of injury may cause either lesion or a combination of 
the two. 
CONCLUSIONS 

Rupture of a low lumbar intervertebral disk is one 
of the causes of severe intractable sciatic pain. The 
diagnosis can be made with a high degree of accuracy. 
The operation for removal of the extruded fragment 
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presents certain technical difficulties and is a procedure 
of some severity. The operative mortality is low. The 
percentage of cures is high. 

319 Longwood Avenue. 


ABSTRACT OF DISCUSSION 

Dr. Georce I. BAumMAN, Cleveland: Low back pain with 
or without “sciatica” is extremely common and easily diagnosed 
but its exact etiology is often veiled in deep mystery. The 
solution of this problem is facilitated by the method of exclusion: 
one excludes first the more common causes of such disability 
and only as a last resort subjects the patient to lumbar puncture 
and injection of iodized oil to discover an uncommon lesion of 
the intervertebral disk. Schmorl discovered a prolapse of the 
disk in 38 per cent of 3,000 spines examined at autopsy but 
rarely found a protrusion extending into the vertebral canal. 
Lesions of the disk, of the nucleus pulposus or even of the spine 
itself have been reported following a spinal puncture. The 
injection of iodized oil may result in untoward reactions, as 
suggested by the authors. A subsequent laminectomy may add 
to these possible hazards. To reduce this problem to its simplest 
terms and determine the approximate proportion of patients 
who might be benefited by this method of diagnosis and 
treatment, certain general rules might be laid down, always 
remembering that there are exceptions to all rules: 1. The 
nomenclature could be simplified. The authors have concluded 
that these are cases of neuritis. As “sciatica” does not cover the 
various lesions, the term “lumbosacral neuritis” is suggested. 
2. Neuritis is usually due to absorption of some toxin, most 
commonly from a focus of infection. Every such possible focus 
should be eliminated, even to the extraction of a single nonvital 
tooth. After elimination of a focus of infection it may be 
necessary to wait several weeks for full benefit to show. 
3. There remain a certain group of cases of neuritis due to 
pressure on a nerve root. This pressure may be within or 
outside the vertebral canal. The most likely point of pressure 
outside the canal is where the nerve root crosses the transverse 
process. In my experience many cases of intractable neuritis 
have been relieved by removal of the transverse process. The 
operation of transversectomy is devoid of many of the dangers 
of a laminectomy. The possibility of pressure of a transverse 
process or at the intervertebral foramen should be eliminated 
before one resorts to spinal puncture, injection of iodized oil 
or laminectomy. In the remaining cases there should be a clear 
history of trauma to justify the procedure. Even with such 
a careful sifting of cases there remain a certain number in 
which an accurate diagnosis can be made only by the technic 
described by Dr. Barr and his associates. If then it is a proved 
case of intractable lumbosacral neuritis due to pressure by a 
herniated disk, a laminectomy is indicated and justified. 

Dr. Samuet J. LancG, Evanston, Ill.: I should like to raise 
a few questions which must have occurred to those who have 
encountered these cases. The first question concerns patients 
having the clinical picture of unilateral sciatica and yet showing 
no visible disturbance of the disk on the x-ray film. That 
raises the question as to whether the annulus fibrosus can, in 
the absence of the nucleus pulposus, sustain the weight of the 
torso for any considerable time. Second, there arises the 
embarrassing experience which is best explained by the brief 
recitation of a case history. An intelligent business man sought 
relief from a severe unilateral sciatica and saddle area type of 
pain. For a period of three months he had walked with a 
shuffling gait because of the accompanying distress. He had 
been attended by several physicians, including myself, without 
relief. The x-ray films, showed a complete flattening of the 
fifth lumbar disk. Surgical intervention was advised, but the 
patient was subsequently introduced to a gentleman in New 
York City, neither physician, osteopath nor chiropractor, who 
in three treatments provided complete relief. Three months has 
now elapsed without recurrence of symptoms. This type of 
response occurs with sufficient frequency to warrant investiga- 
tion. It is my purpose to investigate this particular case. 

Dr. F. L. Rercuert, San Francisco: In cases in which one 
places 5 cc. of iodized oil in the spine and no operation is 
instituted because one does not find any intervertebral distur- 
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bance, the iodized oil remains in there. Some physicians have 
been hesitant about leaving that amount of so-called innocuous 
material in the spinal canal. If there is any evidence of menin- 
geal irritation, iodized oil has been found to produce further 
arachnoiditis. Before iodized oil became available there was 
air, and Dr. Dandy for years has used air in the spinal canal; 
so I resorted to the use of air and I can demonstrate these 
lesions with air just as readily as I can with iodized oil. When 
10 or 15 cc. of air has been used it is allowed to ascend into 
the cerebral subarachnoid spaces, where it is absorbed in ten 
or fifteen minutes, and that is the end of the story. 

Dr. Puitiep Lewin, Chicago: This is one of the most impor- 
tant papers that have come before our section and I think it is 
up to this group to try to put this matter on a definite basis. 
I would like to cite the case of a man who has been treated 
for a lumbosacral lesion. He has been examined by four rec- 
ognized orthopedic surgeons in this room. He went to New 
York, where he saw a friend of his, a neurosurgeon, who said 
“This is the most typical case of prolapsed disk that I have 
seen this month. It should be operated on.” The man returned 
to Chicago and saw one of the best neurologists in the city, 
who said “If there is one thing I think it is not, it is an inter- 
vertebral disk lesion.” I said “There are four men at a certain 
clinic I would like to have you see; all these men have \ ritten 
on this subject.” After five days’ examinations at a certain 
clinic, four especially interested men said “It is not a ticleus 
pulposus lesion.” I am waiting for him to go back tc New 
York and have his friend the neurosurgeon operate o1 him, 
One of the neurosurgeons in Chicago said to me “If I an ever 
found in a condition where I have to have excision of a mucleus, 
I want the laminectomy, but I don’t want an iodized oi! injec- 
tion,” showing what his opinion was of the injection of ‘odized 
oil. He would rather have the laminectomy as an expl ratory 
procedure. I think it is important that within the next © ear or 
two these patients are going to be sent from pillar 1» post. 
They are losing their confidence in the doctors to whom they 
have been and too many of them are going to other places, 
and too few of them will be relieved. 

Dr. W. J. Mixter, Boston: There have been a goo’ many 
questions raised concerning rupture of the intervertebr::! disk, 
and especially the question of the use of iodized oil. It has 
seemed to us that iodized oil is a substance which we would 
not use if we could help it, but in order to get the info: mation 
that we wish, both for the diagnosis and for accuracy oi locali- 
zation in order that we might operate on our patients with as 
little exposure as possible, we have used it, and we have used 
it in practically every case in which we have operated. We 
have used iodized oil in this amount in about twenty cases in 
which no lesion was demonstrated by the use of iodized oil. 
Of those cases we have yet to see one in which any serious 
permanent lesion has occurred as a result of the use of iodized 
oil. There is no question that if we can find some other sub- 
stance to substitute for iodized oil or if injection of air will 
give us equally good results, which with all due respect to 
Dr. Reichert I rather doubt, we shall certainly give up the use 
of iodized oil. Until that time we shall keep on using it. Com 
cerning the question of manipulation in these cases, treatment by 
osteopaths and so on, I think there is great danger of increasing 
the pain and increasing the disability. We have seen one of 
two cases in which marked damage occurred by sudden strait 
after symptoms had been present for a period of years. Opera- 
tion should consist of a laminectomy of one lamina only @ 
most instances with the lamina left long on one side, the side 
opposite the lesion, and wherever there is the slightest evidence 
of abnormal mobility in the spine we believe that a fusioa 
operation of some sort should be combined with the laminec- 
tomy. I suppose that we have performed fusion operations ™ 
probably 40 or 50 per cent of the cases in which operation has 
been performed. Ruptured disk is one of the few causes_ 
neuritis in the lower lumbar and upper sacral nerves in wit 
a definite lesion can be demonstrated at operation in every cast 
in which the diagnosis is made at operation. We have had 4 
few negative explorations, but those negative explorations have 
been almost entirely in patients in whom a fusion was to ™ 
done if the exploration was negative. The exploration was # 
incident to a fusion operation which was carried out as soon 
as the laminectomy was finished. 
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COCCYGODYNIA AND PAIN IN THE 
SUPERIOR GLUTEAL REGION 


AND DOWN THE BACK OF THE THIGH: 


CAUSATION BY TONIC SPASM OF THE LEVATOR 
ANI, COCCYGEUS AND PIRIFORMIS MUSCLES 
AND RELIEF BY MASSAGE OF THESE 
MUSCLES 


GEORGE H. THIELE, M.D. 


KANSAS CITY, MO. 


The inefficacy of the treatment of coccygodynia is 
attested by the numerous forms of therapy which have 
been recommended. Results from rest, physical therapy 
and sedatives have not been satisfactory. Injections 
of various solutions into the soft tissues about the 
coce’x as recommended by Yeomans?! and Kleckner ° 
have been more encouraging. Too often coccygectomy 
has -esulted only in chagrin for the surgeon and dis- 
app. 'ntment for the patient. Careful search of the 
liter: ture appearing since 1859 fails to reveal a con- 
cept of coceygodynia which can harmonize the many 
forn s of therapy which have been advised. 

Ii a classic thesis published in 1859, Sir J. Y. Simp- 
son called attention to the fact that, when the coccyx 
or t e coccygeal joints had been injured or when the 
surr: nding tissues were the seat of inflammation, any 
cont iction of the muscles attached to the coccyx would 
exci! the characteristic pain of coccygodynia. That 
stati lent is as true today as when Simpson made it, 
and t is noteworthy that since his time, although he 
has en quoted by scores of authors, not one has used 
this undamental fact as the basis for a study of this 
crip] ing symptom. 

Siipson did not mention muscle spasm, which 
attracted my attention in 1934, when I first noted its 
association with coccygodynia. Continued observation 
since that time has confirmed the presence of tonic 
spasii: of the levator ani and coccygeus muscles in 
my own twenty-eight cases of coccygodynia and in 
Wilson’s * series of eleven cases, which I have closely 
followed. Furthermore, it was early noted that a large 
percentage of patients with coccygodynia complained 
also of pain in the supragluteal region and/or down 
the back of the thigh and that in these patients tender- 
ness and tonic spasm of the piriformis muscle were 
found almost without exception. Freiberg and Vinke," 
and Freiberg ® have published two excellent papers in 
which, from an orthopedic point of view, they discuss 
the relationship of piriformis spasm to sciatica. 

In our thirty-nine cases of coccygodynia the pain was 
oiten so severe that a history of pain in the supragluteal 
region or down the back of the thigh was elicited only 
on questioning. In our other fourteen cases the com- 
plaint was of pain limited to the supragluteal region 
and/or down the back of the thigh. 


— 





_ Read before the Section on Gastro-Enterology and Proctology at the 
Eighty-Eighth Annual Session of the American Medical Association, 
Atlantic City, N. J., June 9, 1937. 

l. Yeomans, F. C.: Coccygodynia: A New Method of Treatment by 
Injection of Alcohol, Tr. Am. Proct. Soc. 16: 67-75, 1914; Coccygo- 
ynia: Further Experience with Injections of Alcohol in Its Treatment, 
Surg., Gynec. & Obst. 29: 612 (Dec.) 1919. 

2. Kleckner, Martin S.: Coccygodynia: The Present Day Interpre- 
tation and Treatment, Tr. Am. Proct. Soc. 34: 100-107, 1933. 

3. Simpson, Sir J. Y.: Coccygodynia, and Diseases and Deformities 
of the Coceyx, M. Times & Gaz. 40: 1031 (July 2) 1859. 
pe Wilson, F. I. (Kansas City, Mo.): Personal communication to the 

or, 

_5. Freiberg, A. H., and Vinke, T. H.: Sciatica and the Sacro-Iliac 
Joint, J. Bone & Joint Surg. 16: 126 (Jan.) 1934. 

6. Freiberg, Albert H.: Sciatic Pain and Its Relief by Operation 
on Muscle and Fascia, Arch. Surg. 34: 337 (Feb.) 1937. 
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CLINICAL MATERIAL 

The clinical material used as the basis for this study 
consists of eighty-seven patients encountered in the 
practice of nine different proctologists. No patients 
with acute injury such as fracture or dislocation of 
the coccyx are included. The series consists of all the 
patients in these practices who complained of pain in 
the region of the coccyx, in the supragluteal region or 
down the back of the thigh. For convenience the series 
is divided into two groups. 

Group 1 consists of my own thirty-one cases extend- 
ing back three years and of Wilson’s series of twenty- 
two cases which began eighteen months ago. Group 2 
is composed of the remaining thirty-four cases, which 
occurred during the past year in the practices of seven 
other proctologists* in various cities of the United 
States. In the entire series there were thirteen males 
and seventy-four females. Their ages varied from 
19 to 71 years, with an average of 43.4 years. The 
duration of symptoms was from three days to thirty- 
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Fig. 1.—Sagittal section showing the position of the finger during 
massage of the levator ani, coccygeus and piriformis muscles. The finger 
sweeps from side to side, massaging lengthwise of the muscle fibers. 


two years, with an average of about two years. Nine- 
teen of the eighty-seven patients gave a history of 
trauma, which included falls, parturition and long 
automobile rides. The remaining sixty-eight cases may 
be placed in a large group classified by other writers 
as idiopathic. Several patients stated that their symp- 
toms were first noted after a rectal operation. Three 
patients had had coccygectomies without relief. In 
thirty of the entire series of eighty-seven patients the 
pain was confined to the region of the coccyx; in 
seventeen it was confined to the supragluteal region or 
down the back of the thigh, and in the remaining forty 
coccygodynia was combined with pain either in the 
supragluteal region or down the back of the thigh. 


CLINICAL HISTORIES 
It is interesting to note that some of the patients 
stated that their pain first began as a sense of weight 
or heaviness which they at first referred to the rectum. 
This sensation gradually became more severe, and by 





7. Personal communication to the author by Harry E. Bacon, Phila- 
delphia; E. H. Terrell, Richmond, Va.; Rufus C. mie | Lexington, Ky.; 
Harry C. Guess, Buffalo; Malcolm R. Hill, Los Angeles; E 
Detroit, and C. C. Mechling, Pittsburgh. 


. Martin, 








the time the patient sought relief he was complaining 
of severe aching or cramping pain referred to the region 
of the coccyx, which was more noticeable when he was 
sitting in a hard chair, particularly when sitting was 
continued, or during the act of arising or sitting down. 
Inability to lie comfortably on the back was a frequent 
complaint, the pain being worse in that position. Lying 
on the side was preferred by the great majority. 
Periodic attacks of lancinating breath-taking coccygeal 
pain superimposed on the severe aching pain were 
frequent. 

The pain down the back of the thigh varied from mild 
aching to the most severe boring aching pain during the 
presence of which the patient was unable to place the 
extremity in a comfortable position. There were fre- 
quent complaints of tenderness of the gluteus maximus 
close to its attachment to the coccyx. 
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Fig. 2.—Anteroposterior view showing the position of the finger dur- 


ing massage of the levator ani, coccygeus and piriformis muscles. Note 
that only the finger tip reaches the piriformis muscle. 


PHYSICAL EXAMINATION 

As a class, the patients walked somewhat stiffly and 
sat down cautiously, generally on one buttock and often 
close to the edge of the chair. On digital rectal exam- 
ination with the patient in the Sims position, spasm 
of the levator and the coccygeus is easily detected by 
lateroposterior pressure, the spastic muscles being felt 
stretched tightly from their origin at the arcus tendineus 
or ischial spine to the side of the coccyx and lower part 
of the sacrum. Coccygodynia was found to be accom- 
panied by tonic spasm of the levator ani and/or 
coccygeus muscle in sixty-four of sixty-nine cases 
reported by nine different observers. Tenderness of 
these muscles was found in three of the remaining five 
cases. 

The piriformis muscle is felt with the tip of the finger 
just distal to the sacrospinous ligament and lateral to 
the second, third and fourth sacral vertebrae (figs. 1 
and 2). It is most easily felt on the right side when the 
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patient is lying on the left side and vice versa, and with 
one hand on the buttock one can often palpate it 
bimanually. 

Spasm of the piriformis is sometimes very difficult 
to ascertain with certainty, owing to the fact that the 
muscle is so far from the anus that its palpation is diffi- 
cult. Shordania,* in thirty-seven cases of piriformitis 
in women with low backache, identified the muscle 
by its increasing size during external rotation of the 
extended thigh on the affected side. One can definitely 
state that many times the piriformis on the affected 
side feels firmer and offers more resistance to pressure 
with the finger than on the unaffected side. Freiberg’s 
sign ° of piriformis spasm, as evidenced by limitation 
of motion in inward rotation of the fully extended 
thigh, is often positive. All the thirty-three patients 
with pain in the supragluteal region or down the back 
of the thigh seen by Wilson and myself had tenderness 
over the piriformis, and it was our opinion that thirty- 
one had piriformis spasm. Reports from seven other 
observers are incomplete in this respect and are tliere- 
fore not quoted. 

Tenderness of this group of muscles is unmistakable 
when present, the slightest pressure with the finger pro- 
voking cries of pain. Tenderness from bidigital pres- 
sure on the coccyx itself is not marked and may even 
be absent. The tenderness usually described as heing 
present in the coccyx is in reality in the tissues just 
lateral to the bony structures. Movement of the sacro- 
coccygeal joint is most often productive of severe pain; 
but cases have been observed in which, althoug!: the 
joint could be moved painlessly, nevertheless the levator 
ani and the coccygeus muscles were extremely tender. 

Supragluteal tenderness is present over the disiribu- 
tion of the superior gluteal nerve but is much more 
marked where the nerve emerges from betwee: the 
piriformis muscle and the lower border of the gluteus 
medius (fig. 3). 

Tenderness of the sciatic nerve is demonstrated in 
the usual manner by external pressure but is more pro- 
nounced when pressure on the nerve is made from 
within the pelvis. 

I am not informed as to the remainder of the series, 
but, in Wilson’s and my fifty-three cases of all types, 
orthopedic and gynecologic consultation and roentgen- 
ographic studies were freely used. 


THE MODE OF PRODUCTION OF SYMPTOMS 


After spasm was found in this group of muscles, an 
interpretation of the manner in which such spasm might 
have produced the symptoms observed seemed desifa- 
ble. First of all one must remember that muscle spasm 
itself is very painful, and nothing further need be said 
to explain the pain in some of our cases of coccyg0- 
dynia. 

A full discussion of some of the mechanisms involved 
is contained in a former paper ® on this subject. Suffice 
it to say that spasm of both portions of the levator ami 
exerts forward as well as lateral traction on the Coccyx: 
Unilateral contraction of the coccygeus exerts traction 
which is more nearly lateral. Thus it may be seen that 
in the presence of arthritis or trauma of the sacto& 
coccygeal articulation or the coccyx, spasm of either of 





8. Shordania, J. F.: Die chronische Entziindung des Musculus pit 
formis—die Piriformitis—als eine der Ursachen von Kreuzschmerzen ? 
Frauen, Med. Welt 10:999 (July) 1936. 
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9. Thiele, George H.: Tonic Spasm of the Levator Ani, Coe 
and Piriformis Muscles: Relationship to Coccygodynia, Tr. Am. Fret 
Soc. B37: 145-155, 1936, ; 
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these muscles would tend to increase the pain. It would 
seem that in such a case a vicious circle is established ; 
j. €., pain, spasm, more pain and more spasm. 

As has been stated, in patients who complained of 
pain in the supragluteal region and/or down the back 
of the thigh, the pelvic portion of the piriformis muscle 
on the affected side was more tender to pressure and its 
belly firmer to touch than on the unaffected side. This 
muscle arises from between the first four sacral foram- 
ina and also from the grooves leading from the foram- 
ina. A few fibers also arise from the anterior surface 
of the sacrotuberous ligament. If one considers the 
sacrum as the origin of the piriformis, then some of its 
lower fibers insert into the inferolateral margin of the 
grea! sacrosciatic foramen instead of arising there as 
state| in numerous textbooks on anatomy. This inser- 
tion into the inferolateral margin of the great foramen 
prov ides an efficient mechanism whereby contraction of 
the piriformis may squeeze the sciatic nerve against the 
lowe border of the foramen formed by the sharp edge 


Tas: 1—Results of the Treatment of Eighty Patients with 
S-asm of the Pelvic Muscle Productive of Coccygodynia 
With or Without Pain in the Supragluteal Region 
and/or in the Thigh 








No. of 
Proctologist Patients Cured Improved Unimproved 
(series 1) 
Mel... .cecractekeeexeaekees 31 19 (61.38%) 11 (35.5%) 1 (3.2%) 
SO ').. odsgheses deeeewarihee 22 16 (72.7%) 5 (22.7%) 1 (4.5%) 
Ot. ees cavemueewamaces 53 35 (66.0%) 16 (30.2%) 2 (3.8%) 
(series 2) 
EOD .. sccsd ue baeaseee en cncwe 8 2 (25.0%) 5 (62.5%) 1 (12.5%) 
Rell .. ccsverubenebeaewaa ets. 5 4 (80.0%) 1 (20.0%) 0 
OT... cctscageavecuseveusvas 5 2 (40.0%) 3 (60.0%) 0 
MS... cos bueree evan «Oelieee 4 2 (50.0%) 2 (50.0%) 0 
BBB re ce ee 3 2 (66.6%) 0 1 (33.3%) 
BENG. . 0nd ehaas eueeeee Keele 2 1 (30.0%) 0 1 (50.0%) 
BAA, cn dudimbewese cashes os 27 13 (48.1%) 11 (40.7%) 3 (11.1%) 
RE ee OR 53 35 16 2 
ED 2.5: vWancenratinetena er alanieles 27 13 11 é 
SONG CQORR es i0esKses sees 80 48 (60.0%) 27 (33.7%) 5 (6.3%) 





of the sacrospinous ligament and the upper borders of 
the gemellus superior and coccygeus muscles (fig. 3). 
In recent dissections I have noted that the lower border 


of the piriformis is somewhat sharp and tendinous in 


structure. This fact has also been noted by Freiberg.’° 

The piriformis passes out of the pelvis through the 
great sacrosciatic foramen and is inserted by a rounded 
tendon into the inner side of the upper border of the 
great trochanter. By its upper border this muscle is in 
apposition with the gluteus medius, from which it is 
separated by the gluteal vessels and the superior gluteal 
nerve (fig. 3). 

In the dissecting room the sciatic nerve was removed 
from the great sacrosciatic foramen. The index finger 
was then inserted into the space which had been occu- 
pied by the nerve, and the thigh was forcibly internally 
rotated while in extension. This maneuver tightened 
the piriformis and squeezed the finger between the 
lower border of the muscle above and the sacrospinous 
ligament forming the lower edge of the foramen below. 
Having made this observation, one could not doubt that 
spasm of the piriformis could cause pressure on the 
to 





auton’ Teibere, Albert H. (Cincinnati): Personal communication to the 
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sciatic nerve, particularly in the presence of a spastic 
coccygeus muscle and/or a shortened sacrospinous liga- 
ment. Ina like manner it may also squeeze the superior 
gluteal nerve by pressure against the lower border of 
the gluteus medius. 

In view of these factual and theoretical considerations 
it seemed desirable to determine whether or not such 
spasm of the levator ani, coccygeus and piriformis could 
be overcome by massaging these muscles with the finger 
through the rectum. Massage has been used by eight 
different proctologists in eighty of the eighty-seven 
cases reported in this study. 


TECHNIC OF MASSAGE 

Ely ** in 1910 reported on the treatment of coccygo- 
dynia by massaging the coccyx and its immediate soft 
parts between the thumb and forefinger and stated that 
“usually two or three treatments at intervals of two 
or three days will 
suffice to cure.” 
He did not mention 
muscle spasm nor 
did he describe mas- 
sage of the levator 
ani or coccygeus 
muscles. 

A uniform tech- 
nic of massage has 
been used in all 
cases. With full 
length insertion of 
the finger in the 
rectum, lateroposte- 
rior pressure will 
place its flexor sur- 
face horizontally 
across the surfaces 
of the levator ani 
and coccygeus mus- 
cles almost at a 
right angle to their 
fibers (figs. 1 and 
2). The fibers of 














Fig. 3.—Posterior view of the hip showing 


the piriformis are 
felt immediately be- 
yond the sacrospi- 
nous ligament and 
are touched by the 
finger tip in such a 


the piriformis muscle as it eme.ges from 
within the pelvis through the great sacro- 
sciatic foramen. Note that the sciatic nerve 
passes beneath the piriformis muscle, whose 
lower fibers insert into the inferolateral 
margin of the great foramen. The superior 
gluteal nerve may be seen passing between 
the upper border of the piriformis and the 
lower border of the gluteus medius. 


manner that lateral 
motion of the finger will stroke lengthwise that portion 
of the belly of the muscle lying within the pelvis. 

These muscles are massaged in the long direction of 
their fibers in the same manner that a strop is stroked 
by a razor. Massage is begun lightly. This is neces- 
sary because one does not wish to traumatize the 
extremely tender spastic muscles. The sacrospinous 
ligament is merely pressed on by the finger in a direc- 
tion vertical to its long axis. As the patient makes 
subsequent visits, massage is made with increasing 
pressure. If a reaction evidenced by increased pain is 
evoked, light massage is again reverted to and pressure 
is increased as tenderness decreases. 

If definite improvement does not result after the first 
four to six massages over a period of a week or ten 
days, orthopedic or other indicated consultation should 
be sought. 





11. Ely, L. W.: Coccygodynia, J. A. M. A. 44: 968 (March 19) 1910. 








RESULTS 

The patients were given an average of eleven treat- 
ments over an average period of eleven weeks by eight 
different proctologists. 

In my own series of thirty-one cases of coccygodynia 
with or without associated pain in the supragluteal 
region or down the back of the thigh, in which mas- 
sage was the only therapeutic measure, nineteen patients 
(61.3 per cent) were cured, eleven (35.5 per cent) 
were definitely improved and one (3.2 per cent) was 
unimproved. Wilson, using the same technic in twenty- 
two cases, reported sixteen (72.7 per cent) cured, 
five (22.7 per cent) definitely improved and one (4.5 
per cent) unimproved (table 1, group 1). 

Mechling reported seven cases of coccygodynia in 
all of which he found spasm of the levator ani. All his 
patients were improved but none were cured. He did 
not use massage but depended on heat, rest, elimination, 
forced fluids and occasional Turkish baths. The nota- 
ble fact concerning Mechling’s series is that he found 
levator spasm in all his cases. 

Six other observers reported twenty-seven additional 
patients with spasm of the pelvic muscles and with 

























Taste 2.—Detailed Results in Fifty-Three Cases of 
Thiele and Wilson 


















No. of 
Symptoms or Observations Cases Cured Improved Unimproved 





Pain and tenderness limited 












to ecoccygeal area........... 11 5 (45.5%) 5 (45.5%) 1 (9.0%) 
Cocecygodynia with or with- 

out hip and leg symptoms... 39 25 (64.1%) 13 (33.3%) 1 (2.6%) 
Pain in the thigh............. 38 27 (71.0%) 10 (26.3%) 1 (2.6%) 
Supragluteal pain............ 32 23 (71.8%) 9 (28.1%) 0 
Coccygeal tenderness......... 37 23 (62.2%) 12 (31.7%) 2 (6.0%) 
Supragluteal tenderness ..... 25 15 (65.2%) 8 (34.8%) 0 
Tenderness of thigh.......... 16 9 (56.2%) 7 (43.7%) 0 
Tenderness of piriformis..... 42 28 (66.6%) 13 (31.0%) 1 (2.4%) 
Tenderness and spasm of 

levator ani and coceygeus 44 28 (63.6%) 15 (34.1%) 1 (2.3%) 
Spasm of piriformis.......... 39 26 (66.6%) 12 (30.8%) 1 (2.6%) 












symptoms similar to those of our group 1. These 
twenty-seven patients were all treated by massage. Of 
this group, thirteen (48 per cent) were cured, eleven 
(41 per cent) were definitely improved and three (11 
per cent) were unimproved (table 1, group 2). 
Combining the results of all observers, excluding 
those in Mechling’s patients, who were not treated by 
massage, one finds that forty-eight (60 per cent) were 
cured, twenty-seven (33.7 per cent) were definitely 
improved and five (6.3 per cent) were unimproved. 
Results of treatment by massage as regards the vari- 
ous symptoms and observations in Wilson’s and my 
fifty-three cases (group 1) are shown in table 2. 


















SUMMARY AND CONCLUSIONS 

Coccygodynia was found to be accompanied by spasm 
of the levator ani and/or coccygeus muscles in sixty- 
four of sixty-nine patients seen by nine different 
observers. 

Spasm of the piriformis muscle was found in thirty- 
one of thirty-three patiénts with pain in the supraglu- 
teal region or down the back of the thigh (Thiele’s 
and Wilson’s). 

There is a sound anatomic basis for the causation of 
coccygodynia by spasm of the levator ani and coccygeus 
muscles and for the production of supragluteal pain and 
pain down the back of the thigh by spasm of the piri- 
formis muscle. 

In the treatment of these complaints by massage 
of the pelvic muscles involved, the technic outlined 
should be carefully followed. 
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In a series of eighty patients with coccygodynia or 
pain in the supragluteal region or down the back of the 
thigh who were treated by massage by eight different 
proctologists, 60 per cent were cured, 33.7 per cent 
were definitely improved and 6.3 per cent were unim- 
proved. 

1132 Professional Building. 


ABSTRACT OF DISCUSSION 

Dr. FerNanvo I. Witson, Kansas City, Mo.: I am indebted 
to Dr. Thiele for pointing out that some patients with coccygo- 
dynia and pain in the superior gluteal region with or without 
pain down the thighs may have spasms of such muscles as the 
levator ani, coccygeus and piriformis muscles or some combina- 
tion of these three groups and that massage of this group of 
muscles will relieve pain in these areas. I have treated twenty- 
two cases by massage as described by Dr. Thiele. In eight of 
these cases, in addition to massage, an oil soluble anesthetic was 
injected into the spastic muscles. The latter procedure has now 
been discontinued not only on account of uncertainty and danger 
but because it was almost always necessary to continue the 
massage in order to give complete relief from pain. At the 
present time, if these patients have no 1 athologic condition of 
the anus, I instruct them to pass a rectal dilator twice daily. 
This procedure will relax the sphincter muscles, and often the 
levator ani muscles will be likewise affected. The relaxation 
thus produced will render massage much easier and les- pain- 
ful. Considerable experience is necessary in order to estimate 
properly the amount of spasm present in one or more of this 
group of muscles or perform the massage properly. Onc even- 
tually learns, however, the proper amount of pressure t: apply 
and also just where this pressure is most needed. Dr. Thiele 
has pointed out “that spasm of muscles is in itself pro luctive 
of most severe pain.” He does not explain, however, the cause 
of spasm in this group of muscles. I have observed sp: sms of 
one or more of these muscles with its resulting pain +n four 
types of cases: 1. Cases which followed an anal operat‘on. 2. 
Cases in which there was anal disorder (fissure, cryptit's) and 
no disturbance of the sacro-iliac or lumbosacral joints. ©. Cases 
in which sacro-iliac or lumbosacral disease was present and no 
anal disorder. 4. Cases in which anal disease or disease of the 
lumbosacral or sacro-iliac joints was not present. In cases con- 
sidered due primarily to anal disorder it is often advisable to 
relieve the spasm in one or more of this group of muscles 
under discussion by massage before removing the anal condi- 
tion. This procedure will decrease postoperative distress and 
often eliminate high rectal pain, which is often wrongly con- 
sidered due to postoperative proctitis. I believe there are many 
patients who have pain in the lower abdominal quadrant due 
to spasm of the piriformis muscle on the affected side. Eight 
of the twenty-two patients in my series complained of pain in 
the lower abdominal quadrant. In every instance this pain 
followed the course of the iliohypogastric and the ilio-inguinal 
nerve and could be exaggerated by pressure on the piriformis 
muscle near its origin on the affected side. Six of this group 
of eight cases have been relieved by massage of the piriformis 
muscle alone. The remaining two cases were cured by a com 
bination of anal operation and massage. 

Dr. Epwarp G. Martin, Detroit: I wish Dr. Thiele would 
elaborate on the technic of massage and particularly as to how 
long at each treatment; also suggest how it is possible for this 
massage to relieve the symptoms permanently and often with 
so few treatments. In one of the two case records whi 
contributed there was a surprising and amusing experience. 
The man was athletic and played hand ball at the universily 
club. He was referred to me after a urologist had excel ‘ 
the urologic field as a factor. My examination was negativé 
and with some hesitation I suggested that we might try ma* 
sage of the piriformis muscle. One treatment was followé 
two others at periods of four or five days; then he 
coming. After a month or two I mentioned this to the 
ogist who had referred him to me and suggested that prob 
I should not have given him these treatments. His reply 
“He thinks you are marvelous, and the reason he has 
returned is that he was entirely relieved of his pain.” 
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Dr. E. H. Terrett, Richmond, Va.: Dr. Thiele read a 
paper along the same lines at the meeting of the American 
Proctologic Society at Kansas City last year. Since hearing 
his paper a year ago, I have seen eight patients with symp- 
toms as described by him, in whom definite contractions or 
spasms of the levator ani or of the piriformis muscles were 
found. In some cases both muscles seemed to be involved. 
These patients have been completely relieved or decidedly ben- 
efited by massage of these spastic muscles. I think Dr. Thiele 
has not stressed enough the rectal pain often associated with 
spasms of these muscles. Most of my patients had considerable 
pain in the rectum which semed to be more or less relieved 
following bowel movements. Many of them also suffered with 
low backache and in two women there were in addition com- 
plaints of painful sensations in one or both sides of the vagina. 
An interesting case in this series was that of a man who com- 
plained solely of pain in the rectum occurring most frequently 
in the middle of the night. Often he would be awakened by 
a sharp, constant aching pain in the rectum which sometimes 
would last for several days. Examination disclosed that he 
had a decided spasm of the levator ani muscle on the left. 
Massage of this muscle would give him complete relief for 
several weeks. There have been a number of recurrences, how- 
ever, but in each instance relief has been obtained by massage 
of the muscle. 

Dx. GeorcGe Henry THuieve, Kansas City, Mo.: Dr. Wilson 
mentioned the cause of pain. I am frank to confess I cannot 
answer that, but I believe that in the postoperative ‘rectal cases 
the pain is due to a subconscious effort on the part of the 
patient to elevate the anus so it will not be hurt by the chair, 
and that in the subconscious act he probably’ subconsciously 
produces a spastic state of the levator ani muscle, which is 
productive of his pain. I feel sure that this is the proper expla- 
nation in one of my cases. Another cause may be rectal dis- 
ease. I would say that possibly from 40 to 50 per cent of my 
patients had been operated on previous to the time I saw them, 
or that I operated on them, having been unable to get perma- 
nent relief by massage alone. Shordania of Germany states 
that piriformitis was found in 20 per cent of 450 cases of pelvic 
disease in women who complained of lower backache. I have 
seen several cases in which the pain appeared during pregnancy 
before the descent of the head into the pelvis, and I believe 
there must be a reflex there about which nothing is known at 
present. Dr. Martin has asked about the duration of the mas- 
sage. My cases were treated on an average of eleven times 
over an average period of eleven weeks. Each massage lasts 
not to exceed. one or. two minutes. Treatments are at first 
given every day or every other day, and the interval is length- 
ened as relief is obtained. Dr. Terrell mentioned the fact that 
rectal pain with defecation is relieved by massage. I think that 
this relief can be explained by the fact that during active defe- 
cation the muscles relax and then contract to pull the anal 
canal up into normal position. Massage, by relieving the tonic 
spasm of the levatores ani, relieves the pain of the act of defe- 
cation. Vaginal pain is easily explained on the basis of levator 
ani spasm. I have seen several such cases. The night pain 
referred to is caused, I believe, by an acute cramp of the 
levator ani or coccygeus muscle. Such pain can often be dupli- 
cated in the office by making excessive pressure on the spastic 
muscles, and is stabbing or lancinating in character. 








_Antivivisection’s Weakest Point.—Herein, it seems to me, 
lies the weakest point in the opposition to experimentation on 
the basis of cruelty—namely, that the animals whose preserva- 
tion is desirable benefit from these investigations as greatly as 
man. There is no more notable example of this than the case 
of man’s companion, the dog. Through the deserved attach- 
ment which has grown out of this companionship, a sentiment 
has arisen which would exempt the canine species from experi- 
mentation. But had such a law been put on the statutes, Cope- 
man’s discovery of the bacterial cause of distemper, and of a 
Successful method of inoculation against this most fatal and 
distressing canine disease, would have been impossible—Cush- 
ing, Harvey: Consecratio Medici and Other Papers, Boston, 
Little, Brown & Co., 1928. 
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Clinical Notes, Suggestions and 
New Instruments 


GONOCOCCIC SEPTICEMIA WITH PURPURA AND 
ARTHRITIS SUCCESSFULLY TREATED BY 
HYPERTHERMIA 


Onts GeorGe Hazer, M.D., ano Witt1AmM Benuam Snow, M.D. 
New York 
‘0 

In a study of the literature we do not find a reported case 
in which gonococcic septicemia was successfully treated by 
hyperthermia. We feel that the reporting of any new and sate 
type of therapy in such a serious complication is warranted. 

Many cases of gonococcic septicemia have been reported, but 
relatively few have yielded positive blood cultures. The septi- 
cemia may be of very short duration and be followed by locali- 
zation in a joint or joints or in a tendon sheath. The gonococcic 
septicemia that persists may or may not involve the endo- 
cardium. The prognosis of any case presenting endocarditis is 
not good. Thayer,! in an extensive autopsy study of endo- 
carditis, found that 11 per cent of the cases were due to gono- 
cocci. Friedberg? has recently reported four cases of gonococcic 
septicemia that have come under his care. Three patients 
recovered without 
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infection will remain hyperthermia treatment (five and a_ half 
localized or become hours above 106 F.). 

generalized. 


Wheeler and Cornell? have distinguished two types of 
gonococcic septicemia: that which yields consistently positive 
and that which intermittently yields positive blood cultures. 
They feel that patients with endocarditis are more likely io 
yield consistently positive blood cultures. 

The criteria for a diagnosis of gonococcic septicemia rests 
on the finding of a preexisting focus followed by chills, fever, 
leukocytosis and constitutional symptoms or by the more direct 
method of demonstrating the gonococcus in blood cultures. 
The presence of endocarditis may be evidenced by emboli in 
the artery of an extremity, in the lungs, brain, liver, spleen or 
kidney, or on the sudden development and alteration of the 
heart murmurs. 

The improved laboratory technic has contributed to the 
reporting of a larger number of cases of gonococcic septicemia 
in which there are positive blood cultures. The organism is 
not easily grown and one or two negative cultures should not 
be accepted as conclusive evidence against septicemia. Since 
chills and high fever always accompany this disease, it is best 
to take cultures just before or after the peak temperature. 





Read before the first International Conference on Fever Therapy, 
New York, March 31, 1937. 

From the Medical Service of the Presbyterian Hospital and the Col- 
lege of Physicians and Surgeons, Cclumbia University. 

1. Thayer, W. S.: Cardiac Complications of Gonorrhea, Bull. Johns 
Hopkins Hosp. 33: 361 (Oct.) 1922. _ : 

2. Friedberg, C. K.: Gonococcemia with Recovery, Am. J. M. Sc. 
188: 271-278 (Aug.) 1934. : 

3. Wheeler, W., and Cornell, N. W.: Gonococcic eae: a 


a Woman with Apparent Cure by Surgical Intervention, J. A. 
1568 (May 17) 1930. 
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REPORT OF CASE 

History —F. C., a Puerto Rican, aged 40, admitted to the 
Presbyterian Hospital Oct. 31, 1936, complained of fever, a 
skin rash, painful joints and a penile discharge. The discharge 
had developed five weeks before admission, one week after 
exposure. The daily temperature before admission had been 
between 101 and 104 F., with the peak coming in the afternoon. 
He had treated himself with potassium permanganate for two 
weeks. The joint pains were of two weeks’ duration and the 
skin rash was of two or three weeks’ duration. 

Examination—The patient was chronically ill with a tem- 
perature of 100.8 F., pulse 110, respiration rate 20, and blood 
pressure 140 systolic, 92 diastolic. A generalized purpura was 
present, with the petechia more marked on the palms and soles. 
The ankles, knees, wrists and left shoulder were painful, but 
there was very little swelling. The heart showed a gallop 
rhythm and a soft precordial systolic murmur. The liver was 
one fingerbreadth below the costal margin and the spleen was 
two fingerbreadths below the costal margin. There was a 
slight urethral discharge but no tenderness or enlargement of 
the prostate. 

Laboratory examinations revealed the following: Hemoglobin, 
93 per cent; red blood cells, 5,200,000; white blood cells, 22,000 ; 
polymorphonuclears, 84, per cent; lymphocytes, 16 per cent; 
urine, 1 plus albumin; stool, negative. The Wassermann reac- 
tion was negative; 
prostatic and urethral 
smears were negative 
for gonococci. 

Course and Treat- 
” ment. — Immediate 
40 blood cultures were 
: taken and the patient 
was treated symptom- 
atically for one week, 
during which time he 
had a daily tempera- 
a ture of between 100.5 

F. and 104.4 F. He 
rie was given codeine for 
02 pain. 
jon One week after ad- 
c Recial Temperature mission, the blood cul- 
98 ture was reported 

10 “ 42 i 2 3 4 5 © 1 oe 

an pm positive for gram- 

negative diplococci, 
which were not agglu- 
tinated by meningitis 
serum. Since the 
purpura was of the 
type often seen with epidemic cerebrospinal meningitis, the 
medical service felt that antimeningococcus serum was _ indi- 
cated. He was given 30 cc. intravenously without any change 
in his condition after seventy-two hours. Ten days after admis- 
sion another culture was reported positive for gonococci. The 
organism gave all the fermentation tests for gonococci. Later, 
two more cultures were reported positive. November 14, fifteen 
days after admission, he was given five and one-half hours of 
hyperthermia, with a rectal temperature of from 106 F. to 
107.4 F. The hyperthermia was induced in a cabinet in which 
the heat transfer was made by using a fine vapor of warm 
water sprayed on the patient through atomizers at 50 pounds 
pressure. He was exhausted after the treatment and was given 
intravenous dextrose in saline solution. He felt that the treat- 
ment was so exhausting that he could not stand another. On 
the day following the treatment he had a chill and a temperature 
elevation to 105.6 F. The purpura had almost faded by this 
time and the joints felt less painful. A blood culture taken on 
the day after the first hyperthermia treatment was positive. 
During the next week he was very weak, and the temperature 
continued to be high except on alternate days, when it would 
not exceed 101 F. November 23 he was given a second hyper- 
thermia treatment for five hours between 106 F. and 107.8 F. 
He tolerated the treatment unusually well and said that he felt 
that he had been cured. The temperature returned to normal 
that evening and remained normal throughout the remainder of 
his hospital stay. The joint pain disappeared except for slight 
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Chart 2.—Respiration, pulse and tempera- 
ture curves, November 23, during second 
hyperthermia treatment (five hours above 
106 F.). 
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pain in the left shoulder posteriorly and in the left arm, which 
has persisted. On the first day after his second treatment, 
gonococci were found in the prostatic smears for the first time, 
but when he was examined in the outpatient department three 
weeks later no organisms could be found in the prostatic 


smears. 
SUMMARY 


A case of gonococcic septicemia with purpura, arthritis and 
positive blood cultures was successfully treated by hyperthermia, 
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This is one of a series of articles written by eminent authori- 
ties for the purpose of extending information concerning the 
official medicines. The twenty-four articles in this series have 
been planned and developed through the cooperation of the 
U. S. Pharmacopeial Committee of Revision and THE JouRNAL 
OF THE AMERICAN MepicaL AssocraATION.—Eb. 





PHYSIOLOGIC FACTORS 

_ In order to understand the proper use of calcium 
in medication, it is essential to appreciate the exchange 
of calcium in the normal body. Most of the inorganic 
constituents of the body are not stored except in soft 
tissues, but calcium is stored in vast quantities also in 
the bones. Bones may be divided physiologically into 
two parts: the cortex, which is essential for posture, 
which apparently metabolizes at a fairly constant level; 
and the fine bone trabeculae, which represent an avail- 
able storehouse for retention or liberation of calcium 
salts... In the field of inorganic salt metabolism this 
store is analogous to the retention of fat as a source of 
readily available calories. The exchange of calcium, 
therefore, is an open system with a large reserve 
reservoir. After absorption from the intestine, calcium 
may be promptly excreted or may be deposited; and 
excreted calcium may come from food or from this 
reservoir in the bones. Thus, in starvation or in simple 
calcium starvation the excretion is maintained at a 
relatively high level, which gradually depletes the bones. 
Partly as the result of this reserve, the calcium and 
phosphorus levels in the blood stream remain fairly 
constant in health and in most diseases, so that theif 
routine determination but rarely gives an index of 
abnormality of calcium exchange. 

There are several factors that influence the stream 
of calcium in the body: 

Factors That Do Not Affect Normal Blood Levels— 
1. With a diet inadequate in either calcium or phos 
phorus, a body storehouse of calcium would be gradt- 
ally depleted, and this effect would be accentuated if 
the diet were one with an acid ash, for calcium is one 
of the lesser important mechanisms by which excess 
acids are neutralized in the body. as 

2. Excessive amounts of both thyroid and anterio! 
pituitary secretion stimulate the calcium excretion 1 

1, Bauer, Walter; Aub, J. C., and Albright, Fuller: Studies of 
Calcium and Phosphofus Metabolism: V. A Study of the aod Trabeogst 


as a Readily Available Reserve Supply of Calcium. J. Ex 
145-161 (Jan.) 1929. 
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abnormally high levels. This is particularly true of 
thyroid extract and, in exophthalmic goiter, the calcium 
drain is far greater than even in hyperparathyroidism, 
in spite of the fact that normal blood levels are main- 
tained. In hypothyroidism, the calcium excretion is 
below normal. With regard to tumors of the anterior 
pituitary gland, the calcium excretion is high in the 
urine in both acidophilic tumors and basophilic tumors. 
In all these conditions, marked osteoporosis and even 
pathologic fractures may occur. 


Factors That May Affect Blood Levels—1. The 
secretion of the parathyroid glands has no influence 
on calcium absorption from the intestine but markedly 
influences the calcium and phosphorus levels in the 
blood stream. Deficient secretion is associated with a 
lower blood calcium and an elevated blood phosphorus 
and a diminished excretion of both in the urine. 
Because of this change in blood levels, tetany results. 
Excessive secretion raises the blood calcium, lowers the 
blood phosphorus and is associated with increased 
excretion of both of these in the. urine. Much of this 
excretion may be derived from the bones unless very 
large amounts of calcium and phosphates are ingested. 
Because of the excessive urinary excretion, renal stones 
are apt to be produced.” 

2. \itamin D also influences the calcium stream. In 
therapeutic doses it may greatly facilitate absorption of 
calcium from the intestine and also the deposit of 
calcium phosphate in the bones. In excessive doses 
its action practically mimics that of parathyroid extract 
on the blood and excretion levels. In vitamin D defi- 
cencies one gets the picture of infantile or adult 
rickets with its normal blood calcium and lowered 
blood phosphorus, and also the characteristic picture of 
rickets in the bones. According to Reed,* calcium 
excretion may be increased without abnormal blood 
levels as a result of very large doses of vitamin D. 

3. Vitamin C (cevitamic acid) also is a factor in 
calcium deposit in the bones, for its addition to a 
scorbutus-producing diet causes a rapid deposit of 
calcium at the epiphysial ends of bones and in 
trabeculae.* 

4. Steatorrhea, or Gee’s disease, prevents the absorp- 
tion of calcium because insoluble calcium soaps are 
formed in the intestine. As a result, osteomalacia may 
follow and become so marked that a low blood calcium 
May accompany the reduced blood phosphorus, with 
resulting tetany.° 

5. Any tumor that has multiple metastases in bone 
may apparently cause an elevation of blood calcium 
with a normal blood phosphorus level. Multiple 
myelomas with their associated high total blood protein 
are apt to do this, but so are metastatic breast tumors 
and hypernephromas. 

_6. Severe chronic nephritis may also cause abnormali- 
ties in the blood with a low blood calcium and protein 
and a high blood phosphorus level. 
ee 





E 2. Albright, Fuller; Baird, P. C., Cope, Oliver, and Bloomberg, 
sther ; Studies of the Physiology of the Parathyroid Gland: IV. 
rg Complications of Hyperparathyroidism, Am. J. M. Sc. 187: 49 
ie 3. Reed, C. I.: Symptoms of Viosterol Overdosage in Human Sub- 
eer J. A. M. A. 102: 1745 (May 26) 1934. 

idan Salter, W. T., and Aub, J. C.: Studies of Calcium and Phosphorus 
re sbolism IX. Calcium Deposition in Bone in Healing Scorbutus, 
iat Path, 11: 380 (March) 1931. Wolbach, S. B., and Howe, P. R.: 
gr Substances in Experimental Scorbutus, Arch. Path. 1:1 
ak Aub, J. C.; Albright, Fuller; Bauer, Walter, and Rossmeisl, Elsie: 
thyrosdi of Calcium and Phosphorus Metabolism: VI. In Hypopara- 
én ao and Chronic Steatorrhea with Tetany with Special Considera- 
aut ¢ the Therapeutic Effect of Thyroid, J. Clin. Investigation 11: 
M- jan.) 1932. Bennett, T, I.; Hunter, Donald, and Vaughan, Janet 


res siopathic Steatorrhea (Gee’s Disease): A Nutritional Disturbance 
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TREATMENT OF CALCIUM ABNORMALITIES 

It is obvious from the foregoing paragraphs that 
the use of calcium in therapy must be based primarily 
on a knowledge of the abnormality involved in this 
coinplicated metabolism. Blood analyses help consider- 
ably in this differential diagnosis. A prerequisite for 
successful therapy naturally rests in the correction of 
the fundamental abnormality. 

Treatment to Increase Calcium Stores in the Bones. 
—Whenever confronted with depletion of the calcium 
stores in bones, no matter what the cause, one should 
attempt to increase these stores by increased ingestion 
of calcium. This is best accomplished by the drinking 
of large quantities of milk, as the calcium in this food 
is readily absorbable. Roughly, a quart of milk con- 
tains a gram of calcium. If however, milk cannot be 
tolerated, other salts may be resorted to. Both calcium 
gluconate and calcium lactate are far more palatable and 
probably as readily absorbed as the salts of inorganic 
acids. However, because of the large molecules it 
requires 11.2 Gm. of calcium gluconate and 7.7 Gm. of 
calcium lactate to include 1 Gm. of calcium. Under 
normal conditions from 0.5 to 1 Gm. of calcium a day 
is certainly adequate for any person and 2 Gm. of 
calcium will be considered a high daily intake. When- 
ever absorption of large quantities of calcium is desired, 
it is important that adequate intake of vitamin D also 
be maintained, as this facilitates the calcium absorption 
through the intestine. 

Infantile rickets and adult osteomalacia may also be 
due to a deficient calcium intake, though the primary 
factor in this disease is usually a deficiency of vita- 
min D. It has recently been shown by Shohl ® that 
deficiency in either calcium or phosphate intake may 
also produce the characteristic picture of the disease. 
In childhood such a deficiency is usually in the phos- 
phate ion, but in adults the phosphate intake is usually 
adequate, whereas the calcium intake may be deficient. 
In the treatment of this disease, therefore, the food 
deficiencies ought to be corrected and an adequate dose 
of vitamin D given. In severe cases a deposit of 
calcium phosphate in the bones may then be so rapid 
that tetany may superyene, and under these conditions 
the rapid administration of adequate calcium and 
phosphate is an essential part of therapy. 


Treatment to Lower an Abnormally High Blood 
Calcium.—When this is due to adenoma or hypertrophy, 
surgical removal of the excess parathyroid tissue should 
be resorted to.” Postoperatively, one may then encoun- 
ter tetany, which needs serious treatment. When it 
is due to excessive intake of vitamin D, one can only 
wait for the effect to wear off—which is a matter of 
several weeks. When it is due to metastatic neoplasm 
of the bones, irradiation is about all that is available. 


Methods to Elevate a Low Blood Calcium.—Methods 
to raise the blood calcium level and to increase caicium 
storage are essentially the same though therapy is pushed 
when the blood calcium must be raised. In severe tetany 
due to low blood calcium there may be very severe 
spasm of both striated and smooth muscle. To elevate 
the blood levels the need for calcium therapy may be so 
great that its intravenous use is essential as a life-saving 
measure. Under these conditions two salts of calcium 
may be utilized. Sterile calcium chloride may be given 





6. Shohl: Rickets in Rats: XV. The Effect of Low Calcium-High 
Phosphorus Diets at Various Levels and Ratios upon the Production of 
Rickets and Tetany, J. Nutrition 11: 275 (March) 1936. 

7. Churchill, E. D., and Cope, Oliver: The Surgical Treatment of 
Hyperparathyroidism, Based on Thirty Cases Confirmed by Operation, 
Ann. Surg. 104:9 (July) 1936. 
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intravenously in doses of 10 cc. of a 5 per cent solution. 
It has several disadvantages, for occasionally throm- 
bosis of the vein may follow its use, and if any of it 
is injected in the extravascular spaces a slough is apt 
to result and great pain is always experienced. Calcium 
gluconate, therefore, is a preferable preparation because 
it may be given without these disadvantages and may, 
indeed, be given intramuscularly. In doses of 10 cc. of a 
20 per cent solution it produces the characteristic calcium 
effect—a feeling of great heat sutfusing the whole 
body, particularly noticeable in the mouth. The patient 
may also vomit. When these symptoms are obtained, 
administration of calcium intravenously ought to be 
stopped. Whenever a soluble calcium compound is 
given intravenously, the injection should always be 
made very slowly, preferably over a period of about 
five minutes, in order to obviate any possible effect on 
the heart. Such an injection should eliminate the signs 
of low calcium tetany. By the time an injection is 
over, there develops a dramatic relaxation of the 
intensive muscle spasm. This effect may last for as 
long as two hours.- In the meantime a similar amount 
of solution of calcium gluconate may be injected intra- 
muscularly, in order to prolong the effect. As injec- 
tions of parathyroid extract have a latent period of 
four hours before exerting an influence on the blood 
calcium, this type of calcium gluconate injection may 
tide over a crucial period in the disease. 

Calcium gluconate is of value also in other spasms 
of smooth muscle. Its effect is best observed in acute 
lead colic, in which morphine and other sedatives are 
not very efficient. An intravenous injection of solution 
of calcium gluconate or chloride will usually cause a 
prompt cessation of this pain, sometimes permanently, 
at other times for several hours. If it is necessary, a 
second similar intravenous injection may be given in 
two hours and probably in somewhat less time without 
deleterious effects. Intravenous administration of cal- 
cium compounds is of value also in the treatment of 
acute gallstone colic and renal colic, but it is to be 
expected that because of the mechanical obstruction in 
these conditions its effects will not be so dramatic as in 
lead colic. 

Intramuscular Use of Calcium.—The intramuscular 
use of the calcium salt appears to be indicated only in 
order to prolong the effects of intravenous therapy or 
for more rapid absorption than can be obtained through 
the gastro-intestinal tract. Calcium gluconate may be 
given in the same dosage as for intravenous therapy, but 
calcium chloride and similar compounds should never be 
so used because of their necrosing effect on the tissues. 

Calcium by Mouth—The use of calcium compounds 
by mouth is naturally limited to more chronic condi- 
tions in which there is no urgency with regard to 
calcium absorption. Calcium when so given has but 
little influence on the normal blood calcium level, rais- 
ing it in my experience not more than 1 mg., and that 
only temporarily. In patients with a low blood cal- 
cium, however, large amounts of calcium compound 
should be ingested for this increases the calcium stream 
in the body and has a more intense and prolonged 
effect on the blood level than in normal individuals. 
A high calcium diet can easily be obtained by means 
of milk, eggs and green vegetables. If calcium salts 
need to be added, they are most easily taken as chalk 
(calcium carbonate) or calcium gluconate or lactate. 
From 10 to 15 Gm. a day may be given. Adequate 
doses of vitamin D should always be given to facilitate 
the absorption of calcium through the intestinal mucosa. 
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The Importance of Phosphates——Though this discus- 
sion is largely limited to calcium therapy, it must always 
be remembered that the metabolism of the calcium and 
phosphate ions is intimately interrelated. When the 
deficiency is dependent on inadequate phosphate, as 
sometimes occurs in childhood, an increased intake must 
be instituted. In adult life, with the heavy ingestion 
of meats, phosphate ingestion is usually adequate; but 
if this is not the case the deficiency should be corrected, 

Parathyroid Extract. and Vitamin D.—These two 
drugs are aids in the control of calcium metabolism 
which should never be overlooked. The action of 
parathyroid extract was recently summarized in THe 
JouRNAL and therefore is not again discussed.* 

Cod Liver Oil——The effects of overdosage of vitamin 
D also were discussed.* In physiologic or pharma- 
copeial doses, however, vitamin D is of great value in 
the absorption of calcium phosphate and in its deposit 
in the bones of growing children. It may be given in 
the usual pharmacopeial doses, therefore, as cod liver 
oil or as viosterol in oil. 

When viosterol in oil is used to raise the blood cal- 
cium, large amounts must be used (i. e., about 200,000 
to 300,000 international units daily). Such large doses 
will gradually raise the blood calcium level. Regulation 
of the dose must be controlled by repeated blood cal- 
cium determinations, and levels above normal must be 
avoided as the elevated blood level remains for several 
weeks after viosterol is stopped. If toxic levels are 
reached, the anorexia, vomiting and languor are pro- 
longed for about two weeks. The desirable level to 
maintain is a low normal blood calcium value of from 
9 to 10 mg. per hundred cubic centimeters. 

A satisfactory substitute for viosterol in oil is to be 
found in the fraction called dihydrotachysterol. 

Vitamin C.—As a deficiency of vitamin C has a 
marked effect on the deposition of bone, any difficulty 
with bone deposit should always be treated with an 
adequate vitamin C intake. 

Thyroid—Thyroid is an excellent substance for 
increasing the rate of exchange of calcium salts. Cer- 
tainly in hyperthyroidism there is a more rapid excretion 
of calcium than in any other known condition. This 
excretion is more nearly parallel to the extremely rapid 
circulation rate than it is to the basal metabolic rate, 
and it may be four or five times the normal amount. 
Thyroid, therefore, may be of considerable value in the 
treatment of tetany as well as in the treatment of 
ununited fractures, very likely because of its stimulating 
effect on the calcium metabolism of bone. This thera- 
peutit effect in tetany described by Aub, Albright, Bauer 
and Rossmeisl* has been denied by Freyberg, Grant 
and Robb ® but reaffirmed by Cope and Donaldson.” 

Other Uses for Calcium.—There are conditions other 
than those already mentioned in which a high calcium 
intake is desirable. During pregnancy there is a large 
storing of calcium in the bones which is later utilized 
during the period of lactation.‘ During lactation 4 
positive calcium balance is usually not maintained, 9 
that ‘it is important to develop adequate calcium store 
during the period of gestation, particularly the latter 

ae 
' Parathyroid Hormone Therapy, J. A. M. A. 105: 197 
(July 20) 1935; chapter XXV in Glandular Physiology and 4 


Chicago, American Medical Association, 1935. Reed* 

9. Freyberg, R. H.; Grant, R. L., and Robb, M. A.: Hypopal® 
thyroidism, J. A. M. A. 107: 1769-1775 (Nov. 20) 1936. si 

10. Cope, Oliver, and Donaldson, G. A.: Relation of Thyroid te 
Parathyroid Glands to Calcium and Phosphorus Metabolism, J. 
Investigation 16: 329-342 (May) 1937. 

11. Schmidt, C. L. A., and Greenberg, D. M.: Occurrence, T 
and Regulation of Calcium, Magnesium and Phosphorus in the 
Organism, Physiol. Rev. 15: 297 (July) 1935. 





8. Aub, J. C.: 
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half. At this time it is desirable that a daily intake 
of 2 Gm. of calcium be maintained. It is highly likely 
that this plus viosterol would largely reduce the 
incidence of dental caries during the period of lacta- 
tion.'! In childhood, during the growth both of the 
teeth and of the bones, a similar high calcium intake is 
needed and a daily ingestion of a quart of milk is then 
indicated.*? 

The observations of Ann Minot indicate that a high 
calcium intake during acute liver damage is also of 
great therapeutic value as, in her observation, calcium 
was a life-saving measure in the liver damage that 
followed carbon tetrachloride poisoning in animals. In 
this condition it is desirable to have the high concentra- 
tion in the liver itself, and therefore giving it by mouth 
is indicated. In severe conditions, however, when 
solution of dextrose is being given intravenously cal- 
cium gluconate can also be added to the intravenous 
therapy. 

As an Antacid. —lIn the previous considerations, cal- 
cium has been given for the purpose of increasing the 
calcittm stores in the body, but calcium may be used as 
an antacid ** by the giving of powdered calcium carbon- 
ate (up to 2 Gm.). Because calcium is not absorbed as 
well as sodium in the gastro-intestinal tract and because 
of its ready deposit in bones, its use in large amounts is 
less apt to produce an alkalosis. Its neutralizing effect 
with hydrochloric acid is analogous to that of sodium 
bicarbonate and the two salts are often given together 
for gastric ulcers. A certain amount of this calcium 
is excreted by the kidneys, and when it is taken in con- 
junction with sodium bicarbonate, which is usually the 
case in ulcer therapy, this excessive calcium may be 
excreted in alkaline urine. Under these conditions, in 
concentrated urine, calcium stones may be deposited in 
the urinary tract, and this complication should always 
be borne in mind as a possible sequel of its prolonged 
use as an antacid. 

When one wishes to produce an acidosis by means 
of chloride ions, as, for instance, preceding the use of 
one of the mercurial diuretics, calcium chloride may be 
used, because the chloride ion is much more readily 
absorbed than is the calcium ion.** As a result, calcium 
chloride will produce an acidosis, much like ingestion of 
large quantities of hydrochloric acid, but this reaction 
can be more readily obtained by the use of ammonium 
chloride, which is therefore now largely used for this 
purpose. 

Calcium has been used in the form of lime water 
'o produce softer milk curds in feeding infants. This 
has largely been discontinued because it necessitates 
using large amounts of lime water and because boiling 
and evaporation of milk accomplish a similar effect. 

There are other conditions in which calcium has been 
employed in which the physiologic indication is less 
dear but in which practical experience has indicated 
benefit. Many dermatologists feel convinced that a 
high calcium intake is of benefit in eczema and similar 
seases, though the physiologic reason for this is not 
clear, When milk cannot be tolerated in these cases, 
cakium gluconate or lactate by mouth may be tried 
a therapeutic agent. A similar situation exists in the 
treatment of allergic diseases. 
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Acie Report Series No. 191, Medical Research Council, London, His 
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CONCLUSION 

The use of calcium, therefore, in clinical medicine 
should usually be done in conjunction with the internal 
secretions and vitamins which influence its metabolism 
in the body. Abnormalities of calcium metabolism are 
so often related to these accessories of calcium metab- 
olism that no adequate therapy can be given without 
their adjustment and regulation. 

695 Huntingtén Avenue. 





Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL REMEDIES 


THE FOLLOWING ADDITIONAL ARTICLES HAVE BEEN ACCEPTED AS CON- 
FORMING TO THE RULES OF THE COUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIATION FOR ADMISSION TO NEW AND 
NonorriciaL REMEDIES. A COPY OF THE RULES ON WHICH THE COUNCIL 
BASES ITS ACTION WILL BE SENT ON APPLICATION. 


Paut Nicuoras Leecu, Secretary. 


PROPADRINE HYDROCHLORIDE. — dl-pheny!l-1- 
amino-2-propanol-1-hydrochloride. — 4-hydroxy-8-amino-propyl- 
benzene hydrochloride—CsH;.CHOH.CHNH:2.CH:.HCl. Prop- 
adrine hydrochloride is the monohydrochloride of a_ base 
resembling ephedrine (/aevo-a-hydroxy-8-methyl-amino-propyl- 
benzene) but differs in that the methyl group on the amino 
group is replaced by a hydrogen atom. 

Actions and Uses.—Propadrine hydrochloride acts similarly 
to ephedrine. When applied locally, in the form of a 1 per 
cent aqueous solution or 0.66 per cent jelly, it produces con- 
striction of the capillaries, thereby shrinking the swollen mucous 
membranes. It is said that its action is somewhat more pro- 
longed than that of ephedrine. It is also claimed that the 
anxiety complex is not so apt to ensue with propadrine hydro- 
chloride as with ephedrine. 

Dosage.—As a spray or instillation, 1 per cent aqueous solu- 
tion or application of 0.66 per cent jelly locally; orally, as 
three-eighths grain capsule every two to four hours as indicated. 
Although no toxic effects have been noted, continued overdosage 
should be avoided as with other vasoconstrictors. 





Propadrine hydrochloride occurs as a white, crystalline powder, 
possessing an odor resembling that of benzoic acid. It is freely soluble 
in water and alcohol; pacer oe in ether, chloroform and benzene. Its 
aqueous solution is neutral to litmus. Propadrine hydrochloride melts 
at 190-194 C. 

Dissolve about 0.5 Gm. of propadrine hydrochloride in 25 cc. of 
water and add 5 cc. of a saturated solution of sodium carbonate. 
Cool in an ice bath and collect the resultant needle-shaped crystals 
on a filter paper, wash and dry at 80 C.: the melting point of the 
a-hydroxy-8-amino-propylbenzene is 101-101.5 C. 

Dissolve 0.05 Gm. of propadrine hydrochloride in 100 cc. of water: 
separate portions of 2 cc. yield a yellow color with 5 drops of a 9 
per cent ferric chloride solution (distinction from cobefrin, kephrine, 
epinephrine); no precipitate with potassium mercuric iodide solution 
(Mayer’s reagent) (distinction from benzedrine). To about 0.1 Gm. 
of propadrine hydrochloride in 5 cc. of water, add 1 cc. of diluted 
hydrochloric acid and 1 cc. of barium chloride solution: no turbidity 
develops (sulfate). 

Dry about 0.3 Gm. of propadrine hydrochloride, accurately weighed, 
to constant weight at 100 C.: the loss in weight does not exceed 1 per 
cent. Incinerate about 0.3 Gm. of propadrine hydrochloride, accur- 
ately weighed: the residue does not exceed 0.3 per cent. Transfer 
about 0.2 Gm. of propadrine hydrochloride, accurately weighed, to a 
500 cc. kjeldahl flask and determine the nitrogen content according to 
the method described in Methods of Analysis of the Association of 
Official Agricultural Chemists, fourth edition, page 23, art. 19: the 
amount of nitrogen is not less than 7.34 per cent, nor more than 7.52 
per cent when calculated to the dried substance. Transfer about 0.2 
Gm. of propadrine hydrochloride, accurately weighed, to a 400 cc. 
beaker and determine the chloride content according to the method 
as described in Methods of Analysis, fourth edition, page 131, art. 35: 
the amount of chloride found corresponds to not less than 18.85 
per cent, nor more than 19.95 per cent when calculated to the dried 
substance. 


Propadrin Hydrochloride-Sharp & Dohme.—A brand 
of propadrine hydrochloride-N. N. R. 


Manufactured by Sharp & Dohme, Inc., Philadelphia and Baltimore. 
U. S. patent 1,989,093 (Jan, 29, 1935; expires 1952). Propadrine is a 
U. S. registered trademark, but the firm disclaims any proprietary rights 
to the name. 

Propadrin Hydrochloride Capsules, ¥% grain (0.024 Gm.). 

Propadrin Hydrochloride Nasal Jelly, 0.66%: Marketed in one-half 
ounce nasal tip collapsible tubes containing 0.66 per cent propadrine hydro- 
chloride, with sodium chloride, menthol, thymol, and oil of lavender in 
a water-soluble base; chlorbutanol 0.5 per cent is added as preservative. 

Propadrin Hydrochloride Solution, 1%: An aqueous solution con- 
taining 1 per cent propadrine hydrochloride and 0.5 per cent chlorbutanol 
as preservative. 
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THE AMERICAN FOUNDATION PROPOSALS 
FOR MEDICAL CARE 

When the American Foundation Studies in Govern- 
ment obtained and published the views of numerous 
physicians concerning the present status and the future 
of medical practice, it was generally understood that 
conclusions would not be drawn and that a working 
program would not be proposed. The evidence was to 
be set forth with perhaps an analysis. Nevertheless, at 
the time of publication some earnest workers in the 
vineyard expressed the belief that certain deficiencies 
in the medical scheme were clearly apparent and that 
concrete proposals should be made which would have 
the approval of the medical profession and which might 
lead to governmental action. A conference was held 
in New York City. Later, as reported in the press, 
some of those present in the conference met with 
Mrs. Roosevelt and thereafter with the President of 
the United States. Still later a resolution from the 
[louse of Delegates of the New York State Medical 
Society, obviously a slightly modified form of the 
American Foundation proposals, was introduced in the 
House of Delegates of the American Medical Associa- 
tion at Atlantic City and there rejected with an enthu- 
siastic unanimity which indicated quite clearly the utter 
dissatisfaction of the medical profession with these pro- 
posals. The proposals coming from the first conference 
(not the New York resolution) follow: 


PRINCIPLES 


1. That the health of the people is a direct concern of the 
government. 

2. That a national public health policy directed toward all 
groups of the population should be formulated. 

3. That the problem of economic need and the problem 
of providing adequate medical care are not identical and may 
require different approaches for their solution. 

4. That in the provision of adequate medical care for the 
population four agencies are concerned: voluntary agencies, 
local, state and federal governments. 


PROPOSALS 


1. That the first necessary step toward the realization of 
the above principles is to minimize the risk of illness by 
prevention. 
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2. That an immediate problem is provision of adequate 
medical care for the medically indigent, the cost to be met 
from public funds (local and/or state and/or federal). 

3. That public funds should be made available for the support 
of medical education and for studies, investigations and pro- 
cedures for raising the standards of medical practice. If this 
is not provided for, the provision of adequate medical care 
may prove impossible. 

4, That public funds should be available for medical research 
as essential for high standards of practice in both preventive 
and curative medicine. 

5. That public funds should be made available to hospitals 
that render service to the medically indigent and for laboratory 
and diagnostic and consultative services. 

6. That in allocation of public funds existing private institu- 
tions should be utilized to the largest possible extent and that 
they may receive support so long as their service is in 
consonance with the above principles. 

7. That public health services, federal, state and local, should 
be extended by evolutionary process. 

8. That the investigation and planning of the measures 
proposed and their ultimate direction should be assigned to 
experts. 

9. That the adequate administration and supervision of the 
health functions of the government, as implied in the above 
proposals, necessitates in our opinion a functional consolida- 
tion of all federal health and medical activities, preferably under 
a separate department. 


Since the annual session in Atlantic City in June, 
some of the members of the inner group, notably Dr. 
Hugh Cabot of Rochester, Minn., and Dr. Robert B. 
Osgood of Boston, have been circulating these princi- 
sles among selected members of the American Medical 
Association with a view to obtaining their indorsement. 
Thus Dr. Hugh Cabot wrote to one physician in 
August: 


Dear Doctor: 

A few of us who were included in the Executive Committee 
of the American Foundation for Studies in Government, whose 
Report has just appeared, are hopeful that certain basic 
opinions can properly be put forward based upon the weight 
of evidence in the Report. I think it important that a con- 
siderable group of influential and well-known physicians should 
assent to certain fairly general propositions, the tendency of 
which will be to show that what is needed is a very broad 
attack along a wide front rather than more narrow attacks 
upon limited objectives. There has, we think, been a good 
deal of rather just criticism of the medical profession on 
account of its unwillingness to advise positive rather than 
negative action. There seems to be some evidence that legis- 
lation looking toward compulsory health insurance has attracted 
a good deal of favorable attention in political bodies. It 
seems to us that compulsory insurance attacks only a very 
limited portion of the problem and that legislation to put this 
into operation might well do serious harm not because it 
would not be of assistance in solving certain problems but 
rather because it would help and might, therefore, tend to 
stop progress along a broader line. 

Will you read over the enclosed statement of the Principles 
and Proposals and after due consideration, if you feel willing 


to approve, sign and return to me. Sincerely yours 
’ 


Hucu Casor. 

Moreover, information comes to the effect that Dr. 
Robert B. Osgood at a recent meeting of the American 
Orthopedic Association requested many of those in 
attendance to sign these proposals and some did sign, 
one actually under the impression that these proposals 
represented an activity of the American Medical Asso- 
ciation. Some orthopedic surgeons who signed have 
expressed indignation at the manner in which -their 
















—y 


eS at ae 89 8268 ads — & 869 +m =e mee 46 


ay, 


b 












VotuME 109 
NuMBER 16 


signatures were secured and have expressed now their 
opposition to governmental subsidy and control of 
medical practice. 

It should not be necessary to point out again in THE 
JouRNAL the danger of federal subsidies for medical 
schools and the hazard of turning over to the federal 
government the control and standardization of medical 
schools. Such subsidies may easily involve determina- 
tion of the curriculum and administration of service 
through the medical schools which would quite certainly 
interfere with the advancement of medical education 
and medical science and put the government right into 
the practice of medicine. Already, in some foreign 
countries, the government controls the number of medi- 
cal students and the nature of medical education. 
American medicine wants no such system. Our gov- 
ernment has already voted $750,000 a year for the 
control of cancer and suggestions have been offered 
that similar appropriations be made for the study of 
infantile paralysis, syphilis and other diseases. The 
danger of putting the government in the dominant posi- 
tion in relation to medical research is apparent. 

Still more serious is the fifth proposal, to the effect 
that the government subsidize private hospitals.in rela- 
tionship to their laboratory, diagnostic and consultative 
services. The nonprofit voluntary hospital is the pride 
of American philanthropy and a major factor in main- 
taining a high quality of medical service. The tender 
of governmental funds to such institutions for the care 
of an ill defined group called the medically indigent 
appeals to the unthinking physicians who have endorsed 
these principles and proposals. Yet such an arrange- 
ment would put the hospitals promptly into the practice 
of medicine. 

In a list of those who have already signed, submitted 
by the proponents with their request for additional sig- 
natures, there are now some 450 names. Space is not 
available nor does it seem desirable at this time to pub- 
lish in THE JouRNAL the complete list of those who 
have signed. A cursory analysis of the list actually 
reveals the names of some physicians whose names are 
associated at the same time with views and actions 
opposed to those which they are here said to hold. 
Obviously some of these men must have signed merely 
after seeing the names of those who signed previously 
and because it looked like a “good” list. There appear 
also the names of some members of the House of Dele- 
gates which voted against some of the very propositions 
which these members here support. Most conspicuous 
on the list are the names of those deans and heads of 
departments in medical schools who may have signed 
because they saw a possibility of getting government 
money for clinics and dispensaries. 

Such careless participation in propaganda as has here 
occurred is lamentable, to say the least. Certainly the 
unthinking endorsers of the American Foundation’s 
principles and proposals owe to the medical profession 
some prompt disclaimers. 
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FACTORS INFLUENCING THE RETENTION 
OF IRON 

The importance of an adequate supply of iron in the 
diet of man is well known. However, the total amount 
of iron in ingested foods is not the sole factor? in 
determining the amount of this element which is utilized 
by the organism. Of equal importance are the chemical 
nature of the compounds in which food iron is con- 
tained and variations in the absorption and retention 
of the substance under different physiologic and path- 
ologic conditions. Prolonged diarrhea, for example, 
may lower the amount of iron absorbed and therefore 
the amount retained, presumably because of a decrease 
in the time during which the chyme is present in the 
intestine. The amount of hydrochloric acid present in 
the gastric juice likewise affects the absorption of iron. 
Patients with achlorhydria frequently have anemia of 
the iron-deficiency type. Indeed, it has been shown ? 
that the decrease in gastric acidity following alkali 
therapy in cases of gastric ulcer may frequently be asso- 
ciated with an anemia amenable to therapy with iron. 

Recently * the influence of gastric acidity on the 
absorption and retention of iron has been studied by the 
“balance method” in patients with achlorhydria. They 
were fed an ordinary mixed diet supplying from 10 
to 12 mg. of iron daily. Patients with normal or only 
slightly low gastric acidity served as controls. Some 
of the latter were anemic. The results obtained showed 
convincingly that, as might be expected, patients with 
achlorhydria retained much less iron than did those with 
normal gastric acidity. Indeed, on the average, the 
achlorhydric patients excreted 4.4 mg. of iron more than 
was ingested daily in the food, whereas those with 
normal gastric acidity excreted slightly less iron than 
that consumed in the food. The poorer retention of 
iron in the patients of the former group was undoubt- 
edly correlated with the lack of hydrochloric acid in the 
gastric juice. These data also bring out clearly the 
fact that amounts of iron less than 12 mg. daily are 
undoubtedly not sufficient to maintain a patient with 
achlorhydria in a state of iron equilibrium such as is 
the case with normal subjects. 

It might be expected that the oral administration of 
hydrochloric acid to patients with achlorhydria might 
increase the absorption and retention of food iron. In 
further studies by the lowa investigators, 200 cc. of 
tenth normal hydrochloric acid was given three times 
daily with meals; no significant effect on the retention 
of iron was observed. These results appear to indicate 
that hydrochloric acid therapy in cases of achlorhydria 
is of little or no value as far as the absorption and 
utilization of food iron is concerned. The procedure 
of choice appears to be the administration of iron in the 





1. The Iron Requirement of Man, editorial, J. A. M. A. 105: 1917 
(Dec. 7) 1935. 

2. Hypochromic Anemia and Alkali Therapy in Peptic Ulcer, di- 
torial, J. A. M. A. 107: 1391 (Oct. 24) 1936. 

3. Barer, Adelaide P., and Fowler, W. M.: Influence of Gastric 
Acidity and Degree of Anemia on Iron Retention, Arch. Int. Med, 59: 
785 (May) 1937. 
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form of one of its salts. Indeed, the investigators found 
that large amounts of iron, as iron ammonium citrate, 
were absorbed and retained as well by patients with 
achlorhydria as by those whose gastric acidity was 


normal. 





THE MISREPRESENTATIONS OF 
WILLIAM BRADY 

In the education of the public about health and dis- 
ease, Americans today have the benefit of advice from 
a considerable number of syndicated writers. No 
doubt the most widely circulated columns are those 
of Drs. James \W. Barton, William Brady, Logan Clen- 
dening, Royal S. Copeland, Irving Cutter, Morris Fish- 
bein and Jago Galdston. Other columns with lesser 
circulation are written by Drs. Herman N. Bundesen, 
C. N. Chrisman and J. J. Gaines ; there are a half dozen 
more written by laymen and nurses, including a few 
dealing wholly with psychiatry. These columns vary 
in their instructive value and in their accuracy, as might 
well be expected. Most of them are quite certainly 
useful, particularly in causing patients to recogni7” 
promptly the serious character of some symptoms and 
to seek adequate medical advice. The column written 
by Dr. William Brady, once conspicuous because of its 
educational efforts, has during recent years gradually 
departed from anything resembling accuracy or estab- 
lished medical science. It seems to strive constantly 
for sensational effects. Hardly a week passes without 
a number of letters from peopie who have been con- 
fused by its pronouncements, requesting the facts, or 
from members of the medical profession protesting 
bitterly against its malevolent insinuations regarding 
the medical profession. 

On September 20, a column by William Brady 
appeared in the Pontiac (Mich.) Daily Press, with the 
title “The New One-Shot Insulin.” Shortly. thereafter 
a prominent citizen of that city sent the column to the 
editor of a leading publication, with this statement : 

If this is the truth, the medical profession, its universities, 
and its ethical sponsors rate well down with Marihuana pedlers 
and below. If even part of his inferences should be 


true, there is a vast overturning to be done here in the interest 
of the public and the freeing of the profession. 


In this column, William Brady wrote: 


Two factors have prevented many thousands of sufferers with 
diabetes from enjoying the boon of insulin treatment. First 
is the high cost of insulin, which is artificially maintained tinder 
the monopoly granted to certain individuals or corporations 
by virtue of patents in the United States and Canada. This 
monopoly is sanctioned by the medical profession of both coun- 
tries, by some strange distortion of the fundamental principles 
of medical ethics. 


This statement is absolutely untrue. Thirty units 
daily is about the average dose of insulin. The cost to 
the patient is usually less than 10 cents a day. When 
insulin was first discovered there was’ a period of 
approximately a year during which the cost was high, 
because manufacturers had to install large plants which 





involved expenditures of many hundreds of thousands 
of dollars. Since that time the cost of insulin has been 
steadily reduced. None of the discoverers received one 
cent in royalty. A small payment is made to the Insulin 
Foundation, which, however, uses the money thus 
received to control definitely the quality of the materials 
and to protect the public against contaminated or ineff- 
cient preparations. 

Dr. Brady says in his next statement: 

The second factor which has operated to withhold the benefit 
of insulin treatment from a great many diabetes patients is the 
onerous necessity of reporting two or three times a day to 
physician or nurse for the dose of insulin; or even the task of 
preparing and administering the subcutaneous injection to 
oneself. 

A physician whose practice is limited almost exclu- 
sively to diabetes and who is recognized throughout 
the world as a leader in this field makes the statement 
that he has not known or heard, during the past fifteen 
years, of ten physicians who give insulin daily to patients. 
Seldom are nurses required to make such injections, 
and then it is only for patients who are helpless or who 
wish, because they are able to pay for such service, to 
have this attention. Moreover, the use of insulin has 
saved the lives of thousands of children who would 
quite certainly have died of diabetes if insulin had not 
been discovered. 

Perhaps the most pernicious and false of all the 
insinuations in this item is the following: 

Of course protamine insulin must be injected hypodermically 
like ordinary insulin. Scientific medicine, a field where human- 
ity formerly had eminent domain, under the present monopo- 
listic trend, is becoming subsidized medicine, and research or 
laboratory workers dependent on subsidies, grants, foundations 
or scholarships donated by commercial interests, discover what 
their owners want discovered or else. This unfortunate situa- 
tion perhaps explains why we have not yet discovered a means 
of getting the effect of insulin from medicine the patient may 
take by mouth. 

In research laboratories throughout the world ever 
since insulin was discovered, investigators have worked 
constantly and intensively to find some substitute for 
insulin that could be taken by mouth; in fact, such sub- 
stitutes have been offered from time to time by inves- 
tigators who felt that they had achieved this highly 
desirable discovery. Unfortunately, however, in each 
instance the preparation has been found by actual tests 
to be unreliable. A vast reward obviously awaits the 
independent nonmedical investigator, the manufacturer 
or the laboratory which makes this discovery. If, how- 
ever, it is made by a physician, in accordance with the 
ethics of the medical profession, he will not derive any 
income in the shape of a royalty from his discovery. 

The final paragraph of Dr. William Brady’s article 
seems to be a promotion of vitamin B in the treatment 
of diabetes, arguing that patients with the disease have 
a lesser amount of sugar in their excretions when they 
take excess vitamin B for a few weeks, and stating also 
that patients with diabetes require less insulin when 
they take vitamin B. There is no good scientific evi- 
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dence to warrant this statement. If vitamin B were of 
any real value in diabetes, it would have replaced the 
use of insulin long ago because, like many other reme- 
dies, its attributed effect has certainly not been hidden 
under a bushel. 

From time to time in the past, THE JouRNAL has 
called attention to other errors and idiosyncrasies in 
the writings of Dr. William Brady. The notions 
therein expressed regarding infection, the weird ideas 
of physiology, the preposterous slang, and the pseudo- 
humor, all coupled with false and unwarranted insinua- 
tions regarding medical service, have made Dr. Brady’s 
column of late an unsound guide for any reader. 





Current Comment 
“MUCIN VIRULENCE” OF HAEMOPHILUS 
INFLUENZAE 


The possibility of increasing the virulence of pneumo- 
cocci, streptococci, staphylococci or meningococci by 
suspending these bacteria in 5 per cent gastric mucin 
was discovered about five years ago by Nungester and 
his associates... Their observations have been con- 
firmed by other investigators.2 Recently Fothergill and 
his co-workers * at the department of bacteriology of 
Harvard Medical School have applied the Nungester 
technic to a restudy of the toxicity and pathogenicity of 
the influenza bacillus. They found that it was neces- 
sary to inject a 1:4 dilution of a standard suspension 
of Haemophilus influenzae intraperitoneally into mice 
to cause death. The same micro-organisms suspended 
in 5 per cent gastric mucin, however, would kill mice 
if injected in dilutions as high as 1:40,000. The 
micro-organisms thus injected rapidly invade the blood 
stream, about twenty-five micro-organisms (plate 
count) per drop of tail blood being demonstrable by the 
end of fifteen minutes, increasing to many thousand 
bacteria per drop by the end of forty-five minutes. 
As soon as possible after death, one drop of heart blood 
(or a small quantity of peritoneal washings) was mixed 
with 1 cc. of 5 per cent gastric mucin and injected intra- 
peritoneally into a second normal mouse. In this way 
as many as eleven successive mouse passages were made 
before the series was interrupted by contamination. 
After ten passages the “mucin virulence,” i. e., virulence 
of the micro-organisms when suspended in 5 per cent 
gastric mucin, was increased a hundredfold. There was, 
however, no demonstrable increase in the toxicity or 
pathogenicity of the culture when injected without 
admixture with mucin. Whether the increased viru- 
lence caused by suspending Haemophilus influenzae in 
commercially available gastric mucin has any bearing 
on the problem of the infectivity of the influenza 
bacillus through the nasal or gastric mucosa has not 
yet been determined. 





1. Nungester, W. J.; Wolf, A. A., and Jourdonais, L. F.: Proc. Soc. 
Exper. Biol. & Med. 30: 120 (Nov.) 1932. 

2. Miller, C. P.: Proc. Soc. Exper. Biol. & Med. 32: 1136, 1138, 
1140 (April) 1935. Rake, Geoffrey: Proc. Soc. Exper. Biol. & Med. 
32: 1523 (June) 1935. 

3. Fothergill, L. D.; Dingle, J. H., and Chandler, Caroline A.: 
J. Exper. Med. 65: 721 (May) 1937. 
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INHERITANCE OF PARALYSIS AGITANS 


Although many causes have been suggested for 
Parkinson’s disease, one of recurring interest is the 
factor of heredity. Allan * examined seventy-two con- 
secutive patients with the shaking palsy from whom 
it was possible to secure an adequate family history. 
In seven there was no family history of the disorder 
but a past history of probable encephalitis; in twenty 
neither the family nor the past history offered an 
explanation, but in forty-five cases near relatives, 
parents, siblings or children had the same disorder. 
From twenty-four patients it was possible to obtain 
rather complete family history, and charts showing the 
pedigrees were reproduced. There were seventy-nine 
instances in which the trait was present in the children 
and in one parent. In thirty-six cases palsy was pres- 
ent in the parent but not in the children, but in twenty- 
eight of these families the children were under 50 
years of age. In eight a generation was skipped, and 
in six a whole sibship was reported as having palsy. 
In three instances both parents had palsy. In one 
instance there were six children under 40, with one 
affected. In another family all four children lived 
to be over 70 and were affected, and in one all four 
children from 27 to 33 years of age were said to be 
affected. Although some of the facts of this investiga- 
tion in North Carolina suggest the recessive character 
of this trait, the weight of evidence indicates that, in 
about two thirds of the cases studied, paralysis agitans 
was inherited as a dominant trait, probably conditioned 
by a single autosomal gene. 


PECTIN AS AN ANTISEPTIC 


The tentative use of pectin-agar-maltose mixtures in 
the treatment of diarrheas of infants led Edith Haynes * 
and her associates at the Indiana University Medical 
Center to study the possible bactericidal action of com- 
mercially available pectins. They found that 2 per cent 
commercial pectin added to heart-infusion broth would 
kill Eschericia coli within twenty-four hours, while 
control cultures adjusted to the same px showed a thou- 
sandfold increase in bacterial count. This in vitro bac- 
tericidal property, however, is dependent on the acidity 
of the pectin broth mixture. The antiseptic properties 
are completely inhibited by adjusting the reaction of 
the mediums to neutrality or alkalinity. While pectin, 
therefore, might be expected to be an effective antiseptic 
in the stomach, it would be expected to be ineffective 
in the normally alkaline intestinal tract. Aqueous solu- 
tions of pectin are apparently nonirritating when 
applied to exposed wound surfaces. When applied to 
infected wounds, pectin causes a marked decrease 
or complete disappearance of local streptococci and 
staphylococci. Its application also appears to stimulate 
the growth of granulation tissues. These observations 
would seem to warrant a further study of pectin as 
a surgical dressing. 





1. Allan, William: Inheritance of the Shaking Palsy, Arch. Int. Med. 
60: 424 (Sept.) 1937. 
1, Haynes, Edith; Tompkins, C. A.; Washbarn, Grace, and Winters, 


Mathews: Proc. Soc. Exper. Biol. & Med. 36: 839 (June) 1937. 
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Medical News 


WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIV- 
ITIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


(PHYSICIANS 


CALIFORNIA 


University News.—A new department of public health 
nursing has been announced at the University of California at 
Los Angeles, with Eleanor L. Beebe in charge as assistant 
professor of public health nursing. 

Annual Symposium on Heart Disease.—The heart com- 
mittee of the San Francisco County Medical Society will hold 
its eighth annual graduate symposium on heart disease at the 
University of California, Stanford University and San Fran- 
cisco hospitals, November 17-18. The course will cover the 
various aspects of heart disease, including diagnosis, prognosis 
and treatment. Recent advances in cardiology will be reviewed 
and evaluated and practical clinical demonstrations will be held. 
The registration fee will be $2. 

Society News.—Dr. Victor G. Heiser, New York, lectured 
at the Philharmonic Auditorium, Los Angeles, October 11, 
under the auspices of the Modern Forum, on “More of an 
American Doctor’s Odyssey.” Dr. Dean E. Godwin, Long 
Beach, among other speakers, will discuss two cases of Strep- 
tococcus haemolyticus meningitis with recovery following use of 
sulfanilamide before a joint meeting of the Los Angeles Society 
of Ophthalmology and Otolaryngology and the Research Study 
Club of Los Angeles, October 18. The Los Angeles Obstet- 
rical and Gynecological Society was addressed, October 12, 
by Drs. Francis M. McKeever and Harry Dietrich on “Late 
Results of Birth Injuries” and “Early Recognition and Treat- 
iment of Birth Injuries” respectively. Dr. Ludwig A. Emge, 
San Francisco, discussed “Treatment of Pelvic Cancer in the 
Female” before the San Diego County Medical Society, Octo- 
ber 12. 











CONNECTICUT 


Personal.—Dr. Mario L. Palmieri has been appointed health 
officer of Middletown on a full time basis, and Dr. Homer C. 
Ashley has been appointed to a similar position in the town 
of New Hartford, succeeding Dr. Theodore B. Ackerley. 


Health Field Day.—Health agencies of the town of Green- 
wich sponsored a “health field day” September 15 with general 
sessions in the morning and evening and section sessions in 
the afternoon. Speakers included: 
Dr. Matthias Nicoll Jr., White Plains, N. Y., Unsolved Problems in 
Public Health. 3 

Ira V. Hiscock, C.P.H., New Haven, Conn., The Twenty Points on 
Which Health Conservation Contests Are Based. 

Roger L. Offen, D.D.S., Stamford, Dental Caries. : : 

Dr. Charles A. McKendree, New York, Neuropsychiairic Trends in 
Economic Depressions. 


DISTRICT OF COLUMBIA 


New Brain Research Institute.—The Georgetown Uni- 
versity Brain Research Institute was established at the univer- 
sity’s school of medicine, September 10, under the direction 
of Dr. Othmar C. Solnitzky, professor of anetomy, with 
Dr. Francis J. Warner as assistant director. A program of 
neurologic research will be launched along the following 
directions : 

1. A complete study of the brains of vertebrates from the cyclostomes 
to the primates. 

2. A thorough study of the development of the human brain with special 
regard to its morphology, nuclear masses and fiber tracts. 

3. Experimental study of the function of the various nuclei and fiber 
tracts of the brain by means of Marchi degeneration and retrograde cell 
degeneration. 
ee ceelineiiiee study of the neuropathology of the human brain. 

The institute already possesses a large collection of animal 
and human brains, many of which are sectioned and stained, 
and an animal experimental laboratory is being built. A large 
library of books, monographs and reprints covering every 
phase of the projected research is available. All the facilities 
of the institute will be made available to those interested in 
any phase of brain research. Individual desks.and microscopes 
will be placed at the disposal of investigators. Contributions 
of animal and human brains, both normal and pathologic, as 
well as reprints of all neurologic publications, will be grate- 
fully accepted and duly accredited, it was announced. 





MEDICAL NEWS 1°Ste ig isn 


FLORIDA 


District Meeting.—The first annual meeting of the South 
Central Medical District of the Florida Medical Association 
will be held at Melbourne, October 21, at the Golf and Coun- 
try Club. The speakers will include Drs. Charles J. Collins, 
Orlando, on “Abnormal Bleeding in the Middle-Aged Woman” ; 
Ernest W. Potthoff, Titusville, “Common Skin Diseases in 
General Practice,” and Eugene L. Jewett, Orlando, “Bone 
Injuries in General Practice.” 


ILLINOIS 


Society News.—Dr. Herbert N. Rafferty, Robinson, read 
a paper entitled ‘Success in Hernia Repair” before the Wil- 
liamson County Medical Society at Marion, October 7——The 
Will-Grundy County Medical Society was addressed at Joliet, 
October 6, by Dr. George de Tarnowsky, Chicago, on gall- 
bladder disease——The Physicians’ Association of the Illinois 
Department of Public Welfare will hold its second annual 
meeting in the rooms of the Kankakee Medical Society, Kan- 
kakee, October 22, under the presidency of Dr. George A. 
Wiltrakis, Elgin. Speakers will include Drs. Shirley W. Lane, 
Kankakee, on “Medical Economics in Relation to State Service” : 
Louis Belinson, Lincoln, “Progressive Muscular Dystrophy,” 
and G. Heilbrunn, Elgin, “Insulin Shock Therapy in Dementia 
Praecox.” 

Chicago 

University News.—The speakers at the banquet session of 
the symposium on occupational diseases of Northwestern Uni- 
versity Medical School, September 28, were Mr. B. C. Hea- 
cock, president, Caterpillar Tractor Company, Peoria, and of 
the Illinois Manufacturers Association, on “The Prevention of 
Occupational Disease,” and Dr. Morris Fishbein, Editor, Tur 
Journal, “The Future of Industrial Medicine.” Dr. Irving 
S. Cutter, dean of the medical school, was toastmaster. 


INDIANA 


State Medical Election—Dr. Edmund M. Van Buskirk, 
Fort Wayne, was chosen president-elect of the Indiana State 
Medical Association at its annual meeting in French Lick, 
October 6. Dr. Herman M. Baker, Evansville, will become 
president January 1, succeeding Dr. Edmund D. Clark, Indian- 
apolis. The association will hold its next annual session in 
Indianapolis in 1938. 


Society News.—Dr. Fred R. Clapp, South Bend, discussed 
leukorrhea before the St. Joseph County Medical Society in 
South Bend, September 14.——At a meeting of the Fort Wayne 
Medical Society, Fort Wayne, September 14, Dr. Jerome R. 
Head, Chicago, discussed thoracic surgery. Dr. John deJ. 
Pemberton, Rochester, Minn., addressed the Tippecanoe County 
Medical Society, Lafayette, September 14, on “Carcinoma of 
the Rectum and Rectosigmoid.” ' 


Sources of Infection Traced in Syphilis Campaign.— 
An effort is being made to trace all sources of infection in 
the new patients with syphilis who this year entered the clinic 
of the Indianapolis City Hospital, Indianapolis,.as a part of 
the local campaign against the disease. A preliminary step in 
the campaign included a study of the age, race and occupation 
of these patients with a view to drawing up a plan to control 
the disease. The council of the Indianapolis Medical Society 
has approved the program, which depends largely on the inde- 
pendent practitioner’s cooperation with local health authorities. 
One objective of the campaign is “no child born with syphilis 
in Indianapolis by 1940!” 


IOWA 


District Meeting.— The Iowa-Illinois District Medical 
Society met in Davenport, September 29, when the following 
program was offered: 

Dr. Fredrick A. Willius, Rochester, Minn., Coronary Disease. 

Rev. Alphonse M. Schwitalla, S.J., St. Louis, Social Aspects of Medical 

Practice. 

Dr. George de Tarnowsky, Chicago, Low Back Pain. 

Dr. Morris Fishbein, Chicago, Social Security and the Doctor. 

Interns Hold Graduate Conference.—About 150 former 
interns of the Iowa Methodist Hospital, Des Moines, members 
of the current class, members of the hospital staff and several. 
guests attended a breakfast, August 22, after which the follow- 
ing speakers, among others, participated in a graduate confer- 
ence: Dr. Thomas A. Burcham, Des Moines, “Cholecystog- 





raphy”; Dr. Howard I. Down, Sioux City, “Carcinoma of the 
Rectum,” and Dr. Samuel J. Lang, Evanston, Ill., “Low Back 
Pain.” : 
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LOUISIANA 


Personal.—Dr. Murphy M. Sims, Benton, has resigned as 
health director of Bossier Parish to engage in private practice; 
Dr. Herbert N. Barnett, New Orleans, has been appointed 
acting director. 

Prohibit Sale of Proprietary Drugs for Weight Reduc- 
tion.—The sale of proprietary drugs for reduction of body 
weight is prohibited by law in Louisiana, in accordance with 
a regulation adopted by the Louisiana State Board of Health, 
September 15. Manufacturers and dealers are warned that this 
regulation will be rigidly enforced in the interest of the pro- 
tection of the public health. 


MARYLAND 


New District Health Officer.—Dr. Charles Howe Eller, 
Richmond, director of the bureau of rural health, Virginia State 
Department of Health, has been appointed health officer of the 
Eastern Health District in Baltimore, effective October 1. He 
succeeds Dr. Harry S. Mustard, who resigned to become the 
Hermann M. Biggs professor of preventive medicine, New 
York University College of Medicine, New York. According 
to Baltimore Health News, the choice was announced by the 
Johns Hopkins School of Hygiene and Public Health, which 
has established a special area for teaching and research in the 
district. A graduate of the University of Colorado School of 
Medicine, Denver, Dr. Eller has served as health officer of 
Valencia County, N. M., and as health officer of Charlottes- 
ville, Va. 

Spotted Fever and Psittacosis Made Reportable. — 
Rocky Mountain spotted fever and psittacosis have been added 
to the list of reportable diseases in Maryland, according to a 
recent announcement from the state board of health. The com- 
plete list now includes typhoid, undulant fever, tularemia, 
malaria and typhus fever; the so-called children’s diseases, 
including whooping cough, scarlet fever, diphtheria, measles 
and infantile paralysis; diarrhea, dysentery ; influenza, septic 
sore throat, the pneumonias, tuberculosis ; smallpox, trichinosis, 
syphilis, gonorrhea and other infectious or contagious diseases. 
Certain diseases, such as tetanus, and diseases that may be 
contracted in certain occupations, such as lead poisoning and 
certain forms of skin diseases, are also reportable, the depart- 
ment stated. 

MICHIGAN 


Personal.—Dr. Emily L. Ripka has been appointed field 
physician for the bureau of child hygiene and public health 
nursing of the state department of health, succeeding Dr. Vida 
Gordon, who resigned to accept a position with the University 
of Michigan Health Service. Dr. Berneta Block, Pyengyang, 
Korea, has been appointed field physician, succeeding Dr. Pearl 
A. Toivonen, resigned——Dr. Hugo A. Freund, Detroit, has 
been appointed a member of the Public Welfare Commission 
of Detroit.—— Dr. Roy D. McClure, Detroit, read a paper 
entitled “The Tannic Acid Treatment of Burns” before the 
forty-sixth session of the French Congress of Surgery in Paris, 
October 4. Dr. John E. Handy, Caro, was guest of honor 
at a dinner in Caro, October 7, given by the Tuscola County 
Medical Society in recognition of his completion of fifty years 
in the practice of medicine. 


MINNESOTA 


Graduate Courses. — Clinics, lectures and demonstrations 
make up the graduate courses now being offered at the Center 
ior Continuation Study of the University of Minnesota, Min- 
neapolis, in cooperation with the Minnesota State Medical 
Association. THE JouRNAL reported the first of these insti- 
tutes September 18, page 962. Others in the series include 
the following : 

Surgical Diagnosis and Treatment, November 1-6. 

Dermatology and Syphilology, December 6-11. 

Ophthalmology and Otolaryngology, January 16-21. 

Medical Diagnosis and Treatment, February 7-12. 

Traumatic Surgery, March 7-12. 

Endocrinology, April 4-9. 

The dates for the remaining courses in diagnostic radiology, 
clinical pathology and proctology have not been definitely deter- 
mined. Each seminar will occupy the full time of those taking 
the course from Monday to Saturday inclusive. There will 
be no evening classes. Special library facilities for each semi- 
nar will be provided at the center, which also offers living 
accommodations. Round table conferences are held at the close 
of the daily program to give the graduates an opportunity to 
ask questions. All correspondence should be addressed to the 
director of the Center for Continuation Study, University of 
Minnesota, Minneapolis, or Dr. William A. O’Brien, medical 
representative, at the same address. 
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MISSOURI 


New Cancer Commission.—Appointment of the full com- 
mission to select a site for, construct and operate a state hos- 
pital for indigent cancer patients has been announced. Dr. Ellis 
Fischel, associate professor of surgery, St. Louis University 
School of Medicine was appointed chairman of the commission 
several months ago. Other members are Dr. Paul F. Cole, 
Springfield; Ed F. Swinney, banker of Kansas City, and Waldo 
Holt, Louisiana, president of the Missouri Bankers Associa- 
tion in 1931. 

Dr. Eaton Goes to Rockefeller Foundation.—Dr. Mon- 
roe D. Eaton Jr. of the department of bacteriology and 
immunology, Washington University School of Medicine, St. 
Louis, has been appointed to the staff of the International 
Health Division, Rockefeller Foundation, New York, effective 
September 1. His work in the laboratories of the health divi- 
sion at the Rockefeller Institute is concerned chiefiy with 
studies of malaria. Dr. Eaton graduated from Harvard Uni- 
versity. Medical School, Boston, in 1930. 


Clinical Pathologic Conferences.— Nine clinical patho- 
logic conferences will be held by the Jackson County Medical 
Society during its coming program year. With emphasis on 
the clinical aspect, an attempt will be made in every instance 
to correlate the relationship of symptoms and signs to the 
lesions observed. The first conference was held September 28, 
when three cases of sudden death from heart disease without 
gross changes and a case showing a mediastinal condition were 
presented. At its regular meeting, September 21, Dr. Arthur 
E. Hertzler, Halstead, Kan., discussed “Operating Room Diag- 
nosis of Breast Tumors.” 


MONTANA 


Plague Infection.— Public Health Reports states that 
plague infection was reported, under date of September 2, to 
have been demonstrated, by animal inoculation, in tissue from 
two ground squirrels (Citellus elegans) taken separately, 
August 20 and 23, 4% and 5 miles southeast of Cameron, 
Madison County. 


NEBRASKA 


Mid-West Clinical Assembly.— The Omaha Mid-West 
Clinical Society will hold its fifth annual assembly at the Hotel 
Paxton, October 17-22, under the presidency of Dr. George 
A. Young. The program will include: 


Dr. Hans H. F. Reese, Madison, Wis., The Constitution and the Bio- 
chemical Evaluation of the Nervous Patient. 

Dr. Owen H. Wangensteen, Minneapolis, The Significance of Mechani- 
cal Factors in the Genesis of Acute Appendicitis. 

Dr. William J. Kerr, San Francisco, The Anxiety States in General 
Practice. 

Dr. Luther Emmett Holt Jr., Baltimore, Abnormalities of Fat Metabo- 
lism in Childhood. 

Dr. Thomas Leon Howard, 
Bactericides. 

Dr. Willis D. Gatch, Indianapolis, The Recognition and Treatment of 
Bowel Obstruction. 

Dr. William L. Benedict, Rochester, Minn., External Diseases of the 
Pe: in Relation to General Systemic Diseases. 

Jesse L. Bollman, Rochester, Minn., The Experimentally Produced 
Pent Ulcer: Development and Treatment. 
Edward A. Schumann, Philadelphia, Observations on Ectopic Preg- 

ee 

Dr. Arthur Bruce Gill, Philadelphia, Treatment of Arthritis from the 
Orthopedic Point of View. 


There will be daily round table luncheons and informal 
dinners in the evening. A public meeting will be addressed 
Sunday evening, October 17, by Dr. Thomas Parran, surgeon 
general, U. S. Public Health Service, Washington, D. C., on 
“Syphilis and the Public Health.” Wednesday evening, Octo- 
ber 20, has been designated “Omaha-Douglas County Medical 
Society Night.” 


Denver, The Present Status of Urinary 


NEW YORK 


Hospital News.—Two orthopedic services at the Rochester 
General Hospital have recently been combined, with Dr. Edward 
T. Wentworth as chief of the service———A new three story 
addition to St. Joseph Hospital, Far Rockaway, was dedicated 
recently, giving the hospital a capacity of 135 beds. 

Personal.—Dr. Clifford R. Hervey, Oswego, retired August 
31 after twenty years in the health service of the state; he 
joined the state department of health as sanitary supervisor in 
1917 and received the title of district state health officer in 
1923.——-Dr. Charles H. Cole, for sixteen years superintendent 
of the Tuberculosis Hospital of Broome County, Chenango 
Bridge, retired from active service September 30. 

Society News.—Dr. Russell L. Cecil, New York, discussed 
“Serum Treatment of Pneumonia” before the Medical Society 
of the County of Nassau, Mineola, September 28; Dr. Theo- 
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dore J. Curphey, New York, “Bacteriology of Pneumonia and 
the Modern Method of Typing,” and Dr. Edward S. Rogers, 
Albany, “The State Campaign Against Pneumonia.” —— 
Dr. Walter T. Dannreuther, New York, addressed the 
Dutchess County Medical Society, September 8, on “Uterine 
Displacements.” 

Clinical Meeting of Buffalo Academy.— The Buffalo 
Academy of Medicine will hold a clinical session at the Hotel 
Statler, Buffalo, November 17, with the following speakers: 

Dr. Rudolf Schindler, Chicago, Clinical Value of Gastroscopy. 

Dr. Robert L. Levy, New York, The Use of Drugs in the Treatment 

of Heart Dise ase. 

Dr. Irvin Abell, Louisville, Ky., President, American Medical Associa- 

tion, Responsibility of the Profession. 

Dr. Richard B. Cattell, Boston, Diagnosis and Management of Surgical 

Diseases of the Colon and Rectum. 

Dr. Morris Fishbein, Chicago, Editor, THe JourNat, will 

speak at the dinner on “Social Security and the Physician.” 


New York City 

First Harvey Lecture.—Selig Hecht, Ph.D., professor of 
biophysics, Columbia University, will deliver the first Harvey 
Society Lecture of the current series at the New York Acad- 
emy of Medicine, October 21. His subject will be “The 
Nature of the Visual Process.” 

Unnecessary Noise Reduced.—Figures recently released 
by Dr. John L. Rice, the city health commissioner, indicate 
that the ordinance on noise abatement in New York has been 
effective. From April 21, 1936, when the ordinance was 
enacted, until Jan. 1, 1937, the city health department handled 
more than 900 complaints. From Jan. 1, 1937, to October 5, 
the department handled about 200 complaints made directly to 
it and an additional 434 referred by the mayor’s office. A 
review of the campaign against noise shows the result of a 
concentrated attack on the problem. In 1929, the appointment 
of a noise commission was announced and the facilities of the 
health department were placed at the disposal of the commis- 
sion which embarked on a three year study of noise. The 
Noise Abatement Commission was dissolved in 1932, and a 
second report was published in the fall of that year outlining 
methods by which the commission believed a municipality may 
achieve reasonable quiet. The city ordinance has already shown 
evidence of beneficial results. 


NORTH CAROLINA 


Hospital News.—Dr. Joseph R. Blalock, New York, con- 
ducted a two weeks psychiatric clinic at the State Hospital, 
Raleigh, August 1-14. The name of the Sternberger Child- 
dren’s Hospital, Greensboro, has been changed to the Stern- 
berger Hospital for Women and Children. 

Society News.—Dr. Lewie M. Griffith, Asheville, addressed 
the Buncombe County Medical Society, September 20, on “Four 
Hundred and Four Cases of Maxillary Sinusitis, a Clinical 
Analysis” and Dr. John L. Ward, Asheville, reported a case 
of Rocky Mountain spotted fever. Drs. Gilbert M. Billings, 
Morganton, and Henry Eugene Barnes Jr., Hickory, addressed 
the Catawha Valley Medical Society, September 14, on “Plastic 
Surgery of the Nose” and “Some Aspects of Gonorrheal 
Therapy” respectively. 

Personal.—Dr. Isaac E. Harris Jr., Creedmoor, has been 
appointed to the staff of a hospital. on the plantation of the 
Firestone Tire and Rubber Company in Liberia, according to 
a newspaper report.——Dr. Samuel M. Bittinger, assistant 
superintendent and associate medical director of the North Caro- 
lina Sanatorium for the Treatment of Tuberculosis, has been 
chosen assistant superintendent and medical director of the 
state’s new sanatorium soon to be opened on Black Mountain, 
it is reported. Dr. Paul P. McCain, superintendent of the 
present sanatorium, will have charge of both institutions with 
an assistant superintendent in residence at each. An oil por- 
trait of Dr. Thomas Clarence Johnson, Lumberton, was pre- 
sented by his friends in the community to the Thompson 
Memorial Hospital, Lumberton, September 13. It was hung 
in the Johnson House, a new nurses’ home named for 
Dr. Johnson. 











OHIO 


University News.— The Alumni Association of Western 
Reserve University School of Medicine has voted to establish 
a scholarship in the senior class in memory of the late 
Dr. Charles Franklin Hoover, professor of medicine from 1909 
to 1927. 

Institute on Cardiovascular Disease.—The Academy of 
Medicine and the Heart Council of Greater Cincinnati will 
conduct their fifth annual institute on cardiovascular disease, 
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October 26. The guest speaker will be Dr. Horace M. Korns, 
professor of the theory and practice of medicine, State Uni- 
versity of Iowa College of Medicine, Iowa City, who will 
lead a round table discussion on “The Treatment of Congestive 
Heart Failure” and give an address on “The Nature and 
Manifestations of Congestive Heart Failure.” Clinical lectures 
and demonstrations will be held in the Cincinnati General 
Hospital. 


PENNSYLVANIA 


Society News.—Dr. Leslie B. Hohman, Baltimore, addressed 
the Lycoming County Medical Society, Williamsport, Octo- 
ber 5, on “Intelligent Diagnosis of the Neurotic.’——The 
Venango County Medical Society was host to physicians of 
several surrounding counties September 24 at an open meeting 
with the following speakers: Drs. Roy R. Snowden, Pitts- 
burgh, on “Medical Management of Hypertension”; Hugo 
Roesler, Philadelphia, “Hypertensive Heart Disease”; John A. 
Kolmer, Philadelphia, “Septicemia”; George W. Crile, Cleve- 
land, “Surgical Treatment of Hypertension,” and Maxwell J. 
Lick, Erie, president of the Medical Society of Pennsylvania. 


Philadelphia 


Personal.—Dr. Dean A. Collins, formerly of Minneapolis, 
has been appointed assistant professor of physiology at Temple 
University School of Medicine. 

University News.—The 113th annual session of the Jeffer- 
son Medical College was inaugurated, September 20, with 
George Russell Bancroft, D.Sc., professor of physiologic chem- 
istry and toxicology at the university, delivering the introductory 
lecture on “Some Goals in Medical Study.” Dr. Elliott P. 
Joslin, Boston, gave an address at the opening of the fall term 
of the Hahnemann Medical College of Philadelphia, Septem- 
ber 27, entitled “Opportunities for the Medical Student.” 


Pittsburgh 


Three Year Study of Fever Therapy.—The Westing- 
house Electric and Manufacturing Company has given $50,000 
to the University of Pittsburgh School of Medicine to support 
a three year program of research in fever therapy. The study 
will provide data on humidity and temperature as it affects the 
human body. The aims of the study are: 

1. To make fever therapy facilities more readily available in the Pitts- 
burgh district 

2. To conduct concentrated clinical investigations into the further treat- 
ments of diseases using this method, chemical methods and combina- 
tions of the two and to make studies on a variety of diseases including 
those now treated with fever and others. 

3. To make a critical study of all means of creating fever in an effort 
to discover the safest, simplest method with respect to mechanical opera- 
tion, reliability, safety and in predetermined atmospheric environments. 

4. To accumulate more knowledge concerning the reactions of micro- 
organisms to their environmental conditions, particularly their reactions 
to heat, including virulence, multiplication, growth and death. 

5. To train personnel and to provide information for the medical pro- 
fession and the public concerning the value of this type of medical pro- 
cedure. 

6. To make data of these studies available in determining proper 
atmospheric conditions among industrial workers as well as serving as a 
medical study for the comfort of man. 

The study will be directed by the department of industrial 
hygiene of the school of medicine and affiliated hospitals. Hos- 
pitals in this group not already having fever therapy appa- 
ratus will install equipment within the next few months. 


UTAH 


Plague Infection.— Under date of September 2, plague 
infection was reported to have been demonstrated by animal 
inoculation in tissue from a ground squirrel (Citellus armatus) 
shot August 19 west of Strawberry Reservoir, twenty-one 
miles southeast of Heber, Wasatch County, according to Public 
Health Reports. 





VIRGINIA 


Personal.—Dr. George A. Wright has resigned as super- 
intendent of the Southwestern State Hospital, Marion, to be 
effective December 1——Dr. William B. Porter, Richmond, 
received the Jefferson Gold Medal of the Virginia Academy 
of Science at the recent annual meeting. 


Society News.—Dr. Charles C. Haskell, Richmond, 
addressed the Mid-Tidewater Medical Society recently at 
Gloucester Court House, on digitalis——Drs. William L. Peple 
and Samuel W. Budd, Richmond, among others, addressed the 
Southside Virginia Medical Association in Burkeville, Sep- 
tember 14, on “Further Observations on Management of Can- 
cer of the Cervix..——The Southwestern Virginia Medical 
Society held a meeting at Mountain Lake September 3 at 
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which invited guests included Drs. Otis L. Anderson and Lee 
E. Sutton Jr., Richmond, who spoke on diagnosis and treat~- 
ment of early syphilis and congenital syphilis, respectively. 


WISCONSIN 


State Medical Election.—Dr. Albert E. Rector, Appleton, 
was chosen president-elect of the State Medical Society of 
Wisconsin at its annual meeting in Milwaukee, September 16, 
and Dr. James C. Sargent, Milwaukee, was inducted into the 
presidency. The next annual session will be held at Milwaukee 
in September. At the annual dinner of the society the council 
award for distinguished service to medicine and the public was 
presented to Dr. Joseph F. Smith, Wausau. Dr. Stephen E. 
Gavin, Fond du Lac, retiring president, made the presentation 
to Dr. Smith, who is the twelfth recipient to receive the award 
in the last seven years. 


HAWAII 


Society News.—The council of the Hawaii Territorial 
Medical Association held the first of its newly initiated meet- 
ings, September 2-3, in Honolulu. The meetings, which will 
be held in September and February of each year, are to be 
attended by councilors and vice presidents of the association 
) discuss various medical problems of general interest. 


Smallpox Develops at Sea.—According to Public Health 
Reports, a case of smallpox (varioloid) occurred in a steerage 
passenger on the British steamship Empress of Asia, which 
arrived at Honolulu September 5. The case was recognized 
by the ship’s surgeon two days before the vessel arrived. The 
patient was taken to the ship’s hospital and all third-class 
passengers and crew contacts were vaccinated. Those failing 
t 
t 


-~ 


show an immune reaction were detained at quarantine, while 
he others were released. 


GENERAL : 


Specialty Board Examination in Psychiatry and Neu- 
rology.—The next examination of the American Board of 
Psychiatry and Neurology will be held in New York, Decem- 
ber 28. Applications to take the examination must be in the 
hands of the secretary, Dr. Walter Freeman, 1028 Connecticut 
Avenue, Washington, D. C., by October 25. 


Health Exhibit at Golden Gate Exposition.—The pre- 
vention of disease rather than its treatment will be the theme 
ot the health exhibit planned for the Golden Gate International 
Exposition in San Francisco in 1939. A committee composed 
of representatives of medical and allied agencies in California 
has been appointed to work out the details of the health exhibit 
with Milton Silverman, head of the health and science division. 


Society News.—Dr. Frank B. Dorsey Jr., Keokuk, Iowa, 
was chosen president-elect of the American Association for 
the Study of Goiter at its annual meeting recently and 
“€ Frank H. Lahey, Boston, was installed as president. 

. William Blair Mosser, Kane, Pa., is the secretary. The 
co annual meeting will be held in Washington, D. C., in 
September. At the annual session of the American Asso- 
ciation of Obstetricians, Gynecologists and Abdominal Surgeons 
recently Dr. James E. King, Buffalo, was named the president- 
elect and Dr. Paul Titus, Pittsburgh, was installed as president. 
Dr. James R. Bloss, Huntington, W. Va., is the secretary. 


Academy of Physical Medicine.— The fifteenth annual 
meeting of the Academy of Physical Medicine will be held at 
the Hotel Walton, Philadelphia, October 19-21, under the 
presidency of Dr. Franklin P. Lowry, Newton, Mass. The 
program will include the following speakers: 

Sir Robert Stanton Woods, London, England, Organization of a Physi- 

cal Medicine Unit in a Teaching Hospital. 
Dr. Chevalier L. Jackson, Philadelphia, Electrocoagulation Through the 
Bronchoscope in the Treatment of Bronchial Tumors. 

Robert S. Harris, Ph.D., Cambridge, Mass., Medical Application of 
Radiant Energy. 

Dr, Frederic Jay Cotton, 
Disease. 

Dr, William B. Snow, New York, Further Advances in Fever Therapy: 
Improvement in Technic and Routine for Fever Therapy. 

Dr. Isidore Gunzburg, Antwerp, Belgium, Treatment of Rheumatism 


by Infra-Red Hyperthermic Bath. 
Dr. Martha Brunner-Ornstein, Vienna, Short Wave and Ultra Short 


Wave Therapy. 

Rocky Mountain Medical Journal.—Beginning with the 
January issue, Colorado Medicine will be known as the Rocky 
Mountain Medical Journal. When the change is effected, the 
new publication will embrace the state of Utah, which has been 
publishing its own journal as a quarterly. The house of dele- 
gates of the Utah State Medical Association voted September 3 

“to enter into an agreement with the Colorado State Medical 
Society whereby we may cooperate with them in the mainte- 
nance of the Rocky Mountain Medical Journal, the details of 
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such agreement to be left to the Council.” The journal will 
continue to represent the Colorado State Medical Society, the 
Wyoming State Medical Society and the Colorado Hospital 
Association, and ownership of the publication will remain with 
the Colorado State Medical Society. 


American Board Examination in Obstetrics and Gyne- 
cology.—The American Board of Obstetrics and Gynecology 
will hold its next examinations for group B candidates in 
various cities of the United States and Canada on Saturday 
Nov. 6, 1937, and Saturday Feb. 5, 1938. Application for 
admission to these examinations must be filed on an official 
application form in the office of the secretary at least sixty 
days prior to these dates. The general oral, clinical and patho- 
logic examination for all candidates (groups A and B) wiil be 
conducted by the entire board, meeting in San Francisco, June 
13-14, 1938, immediately prior to the session of the American 
Medical Association. Application for admission to group A 
examinations must be on file in the secretary’s office before 
April 1. Further information and application blanks may be 
obtained from Dr. Paul Titus, secretary, 1015 Highland Build- 
ing, Pittsburgh, Pa. 

Association of Medical Colleges.— The forty-eighth 
annual meeting of the Association of American Medica! Col- 
leges will be held at the Fairmount Hotel, San Francisco, 
October 25-27, under the presidency of Dr. Edward Stanley 
Ryerson, Toronto. A symposium on examinations will open 
the session Monday morning with the following speakers: 

Dr. Ewen M. MacEwen, dean, State University of Iowa College of 

Medicine, Iowa City. 

Dr. Harold S. Diehl, dean of medical sciences, University of Minne- 

sota Medical School, Minneapolis. 

Dr. Richard B. Dillefunt, dean, University of Oregon Medical School, 

Portland. 

A symposium on the community aspects of medicine will be 

conducted by the following: 


Dr. Harry R. Wahl, dean, University of Kansas School of Medicine, 
Kansas City. 
Dr. Benjamin W. Black, Oakland, director, Alameda County Insti- 


tutions. 
Ralf Couch, A.B., secretary, University of Oregon Medical School. ° 


Other speakers on the program will include: 


Calvin P. Stone, Ph.D., Stanford University, Calif., and Dr. George S. 
Johnson, San Francisco, professors of sychology and medicine 
(neuropsychiatry), respectively, Stanford Uaivarsity, Integration of 
the Teaching in Psychology and Psychiatry. 


Drs. Franklin G. Ebaugh, DB ay oo vad of psychiatry, and Maurice H. 


Rees, dean, University Colorado School of Medicine, Denver, 
Teaching of Psychobiology by Means of Personality Study. 
r. Ryerson, Cultivation of Health in Relation to the Medical 


Curriculum. 





Government Services 


National Advisory Cancer Council Formed 


In conformity with the National Cancer Institute Act, signed 
August 5, the following persons have been appointed to form 
the National Advisory Cancer Council, it was announced Sep- 
tember 29: 


Dr. James Ewing, director of cancer research, Memorial Hospital, and 
professor of oncology at Cornell University Medical College, New York. 

Dr. Francis Carter Wood, director of the Institute of Cancer Research, 
Columbia University College of Physicians and Surgeons, New York. 

Clarence C. Little, Sc.D., Bar Harbor, Maine, head of the Roscoe B. 
Jackson Memorial Laboratory, and managing director, American Society 
for the Control of Cancer. 

Arthur H. Compton, Ph.D., professor of physics, University of Chicago, 


Chicago. 
James B. Conant, Harvard Uni- 


veo Ludvig Hektoen, professor and head of the department of pathology, 
Division of Biological Sciences, University of Chicago; director, John 
McCormick Institute for Infectious Diseases, and chairman, division of 
medical sciences, National Research Council. 

A meeting of the council is tentatively planned during the 
month of October to consider rules and regulations on the 
basis of which grants in aid will be made to further promising 
cancer research projects, to determine rules and regulations 
under which fellowships will be established, and to set up 
minimum requirements with regard to the facilities of treat- 
ment centers to which radium will be lent, all of which are 
in accordance with the stipulations of the recently enacted law. 
The National Cancer Institute will be erected on the site at 
Bethesda, Md., recently donated by Mrs. Luke Wilson and her 
son. It will be part of the National Institute of Health in 
the U. S. Public Health Service, which is under the director- 
ship of Asst. Surg. Gen. Lewis R. Thompson. A director 
for the cancer institute has not yet been named, but Dr. Thomas 
Parran, surgeon general of the public health service, will 
serve as ex officio chairman of the council. 


LL.D., Cambridge, Mass, president, 








Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
Sept. 18, 1937. 
Services of Missionary Hospitals to 
the Wounded in China 

The secretaries of the British missionary societies have held 
a conference in London regarding the present emergency in 
China. The meeting was impressed with the unprecedented 
opportunity of rendering medical and refugee service to troops 
and civilians alike in areas where fighting is taking place. 
Various missionary hospitals are well situated to serve the needs 
of the different localities affected. The conference felt that 
each society should make determined efforts not only to main- 
tain their regular hospital work but to increase and strengthen 
their personnel and equipment, so as to render help to war 
victims without respect to nationality. These hospitals are in 
many cases desperately crowded with patients. The doctors 
and nurses are overwhelmed with demands on their time and 
strength, and it is likely that, with the development of aerial 
war and attempts to bomb inland cities, medical services will 
be called for on a continuously larger scale and over a wide 
front. The efforts to enforce any kind of blockade of China 
make it urgent that medical supplies should be dispatched as 
early as possible. It is hoped that hospitals will also be made 
available as bases from which mobile units may be organized. 
The chief hospitals concerned are those of the London Missionary 
Society at Tientsin and Tsangchow, the Methodist Missionary 
Society Hospital at Wuting, the Kaifung hospital of the China 
Island Mission, the Taiyuan hospital of the Baptist Missionary 
Society, the S. P. G. hospital at Tatung and the Cheloo Union 
Hospital, for which various missionary societies are responsible, 
as well as some American bodies. All these hospitals have 
from forty to 150 or more beds. The Quakers have no work 
in the area at present affected by the hostilities, but one of 
the last acts of the Quaker World Conference, recently held 
at Philadelphia, was to endorse proposals for a Quaker center 
in Shanghai similar to the centers in many European capitals. 


Treatment of Bladder in Spinal Injuries of War 
At the Section of Urology of the Royal Society of Medicine, 
Sir John Thomson-Walker read an important paper in which 
he said that the treatment of the bladder in the large number 
of cases of spinal injury was one of the surgical failures of 
the Great War. The probable cause was that the methods 
used in peace were unsuitable in war, partly because of the 
surroundings and partly because of the varying ability and lack 
of coordination of those through whose hands the wounded had 
to pass. Destruction of the supralumbar cord at any point was 
followed immediately by complete retention of urine. After a 
variable time the lumbar center recovered tone and involuntary 
micturition was established. In the large number of cases under 
Thomson-Walker’s care these two stages were clearly defined. 
The average duration of the retention in thirty consecutive 
cases was fifty-five days, the shortest being twenty-four hours 
and the longest eighteen months. After some days or hours 
the urine began to dribble away, the bladder remaining dis- 
tended (retention with overflow). The stage of periodic reflex 
micturition (the automatic bladder) began gradually, there 
being a transition period of partial distention in which periodic 
contraction expelled a quantity of urine. In the fully developed 
stage of periodic reflex micturition the bladder was a purely 
reflex organ with a capacity varying from 2 to 12 ounces or 
more and involuntary micturition occurring at intervals of from 
a quarter of an hour to two or three hours. 
In his extensive experience as genito-urinary specialist in the 
great military hospital, Thomson-Walker found urinary sepsis 
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so frequent that the death rate from it in spinal cases was 80 per 
cent—a lamentable tale of surgical failure. How was it brought 
about? The universal treatment of the bladder was intermittent 
catheterization. Septic catheterization was responsible. The 
catheter was passed as early as possible and used as frequently 
as circumstances permitted. After each passage the bladder 
became distended with grossly infected urine and the infection 
passed to the kidney. Thomson-Walker discussed the alterna- 
tive methods of treatment: (1) nonintervention, (2) expression 
of bladder contents by pressure and massage, (3) the tied in 
catheter and (4) early or prophylactic cystotomy. 

1. An American surgeon, E. A. Besley (THE JourNAL, Aug. 
25, 1917, p. 638), strongly recommended that the bladder be 
allowed to distend until overflow takes place and eventually 
periodic micturition is established. He has seen no damage 
result to bladder or kidneys, but rupture of the bladder has been 
recorded by others. Thomson-Walker has had no experience 
with this method and without more evidence that it is without 
deleterious effect does not recommend it for universal adoption, 

2. In some cases the expression of the bladder contents by 
pressure and massage is easy, in others difficult. It should be 
begun before distention is marked, when the method is painful. 
Contraction of the bladder sphincter is a difficulty. Cases of 
rupture of the bladder by this method were often spoken about 
during the war, but figures are not available. There is a 
danger of this complication when a large number of medical 
officers and orderlies, of varying skill, use the method. It is 
entirely unsuited for cases of established urinary sepsis. 

3. With the tied in catheter cystitis will probably develop, but 
as there is free exit infection does not ascend to the kidney. 

4. During the war Thomson-Walker advocated entire avoid- 
ance of the catheter and drainage of the bladder by suprapubic 
cystotomy. He did not expect to avoid cystitis entirely, but 
distention of the bladder with septic urine in the intervals 
between catheterizations, which caused ascending pyelonephritis. 
It gave good results in some cases. Objections to it are that 
it is difficult to get water-tight drainage and that cystitis is 
certain to develop. But cystitis without intravesical pressure 
is not dangerous. 

In the discussion, Sir Alfred Webb-Johnson said that an 
authoritative statement that a catheter should never be passed 
in the presence of a spinal injury would save many lives. In 
the war he persuaded the Red Cross to erect a hut in which 
were concentrated such cases of spinal injury. It proved difficult 
to get hold of cases of “virgin bladder,” for either in the 
ambulance train or at the casualty clearing station somebody 
was pretty sure to have insisted on passing the catheter. In 
sixty-six cases on which they were able to concentrate, both 
the expression method and the nonintervention method were 
carefully tried. Neither method was perfect, but each was 
worth a trial. It soon became evident that the expression 
method must not be left to a heavy handed orderly and but 
seldom must be entrusted to a nurse, though it could sometimes 
be carried out by a well instructed sister. The great differences 
between bladders were illustrated as soon as an attempt was 
made to empty by expression. Yet it was possible at one time 
to walk into that hut of twenty beds and see twenty specimen 
glasses of urine all quite clear and free from infection. 


The Prevention of Catgut Tetanus 


For the prevention of tetanus resulting from the use of 
catgut in operations, the minister of health has issued new 
regulations. Catgut which is sold under his license under the 
Therapeutic Substances Act is free from any risk of infection, 
as its manufacture is strictly controlled and it is properly 
sterilized before being put on sale. But deaths from tetanus 
due to the use of catgut that has not been so sterilized occur 
from time to time. The new regulations require all ligatures 
and sutures which are not sold under the Therapeutic Sub- 
stances Act to bear a label stating in prescribed terms that 
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efficient sterilization is necessary before use. By this safeguard 
surgeons will be able to distinguish at once ligatures and sutures 
that require sterilization from those which do not. 


PARIS 
(From Our Regular Correspondent) 
Sept. 18, 1937. 
Chair of Social Medicine in Medical School 

The municipal council of Paris has arranged with the Faculté 
de médecine to organize a department of social medicine. This 
is necessitated by the rapid development of the laws of social 
aid and the widespread application of public welfare movements 
and social insurance in this country. An appropriation was 
made by the council for the salary of the head of this newly 
created teaching department. In a book published in 1925 as 
a part of an encyclopedia of clinical medicine, Dr. Louis Guinon 
stated that social medicine includes social hygiene and the 
legislation incident thereto, as well as a study of the sociological, 
economic, political and pedagogic factors which permits its 
organization and extension in the world. In enumerating the 
various branches of medicine that would be included, it is 
evident that no sharp line of demarcation was made by Guinon 
between social medicine and hygiene on the one hand and general 
medicine on the other. Hence according to Dr. Noir, in a 
recent editorial in the Concours médical, a great deal of study 
will be necessary to define the scope of teaching of the newly 
created chair of social medicine. The latter ought only to take 
up legislation on the subject and its practical application. 


First International Congress on Infantile Psychiatry 


At the meeting of the first International Congress on Infantile 
Psychiatry, July 24-31, in Paris, the question of psychiatry in 
school children was the subject of a number of papers. There 
was a unanimity of opinion on the importance of this problem 
from the point of view of prophylaxis of crime and recupera- 
tion of the socially handicapped. The necessity of having 
specially trained teachers in the classes for such children was 
emphasized. It is essential to make a distinction between simple 
mental debility and the abnormals with well defined troubles, 
such as the schizophrenic, impulsive and perverse types. The 
psychologic and analytic pedagogy must vary according to the 
individual case. It is also essential to take into consideration 
the family environment and its reactions on the child, in order 
to clear up certain disturbances. Mental debility as a cause 
of infantile and juvenile delinquency was discussed by foreign 
and French physicians who had a large experience in juvenile 
courts. It was generally agreed that mental debility cannot 
be considered as the only cause of delinquency, constituting 
only about 27 per cent of all the cases. Troubles of character, 
the influence of education and the social surroundings account 
for many of the cases. The mentally debilitated child lacks the 
capacity to discriminate, is impulsive, is easily influenced and, 
as the result of making a failure of his life, needs money and is 
thus led to commit criminal acts. The majority can be educated, 
only those presenting serious character changes being incor- 
rigible. Delinquent. children are more commonly found when 
the family environment leaves much to be wished for or when 
the parents have been divorced or, finally, in the case of children 
who have been abandoned. 


The Model Village at the 1937 Paris Exposition 

In an article in the August 1 issue of the Siécle médical is 
a description of one of the exhibits, the model village, at the 
exposition. The author states that too many villages in France 
have not kept up with the progress made in sanitary methods. 
It is a common sight to see a manure pile in front of the farm 
house and the liquid portions finding their way into the streets. 
The stables are dark and poorly ventilated, the living rooms 
often built directly on a level with the soil, with comparatively 
few windows and the bedrooms poorly ventilated. For drink- 
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ing, washing and cooking purposes, water of doubtful purity 
from a well or other source situated dangerously close to out- 
houses is still used. Of 38,000 townships in France, there are 
20,000 without a central water supply. The model village is an 
effort to show how the conditions just enumerated can be and 
are already being corrected. The model is constructed for a 
village of from 1,500 to 2,000 inhabitants, the town hall form- 
ing the nucleus as it does in all French country towns. At 
the schoolhouse the principl .f hygiene will form an impor- 
tant part of the curriculum, and there is a building in which 
the various agricultural cooperatives will be sheltered. A model 
village home is shown which consists of well aerated rooms and 
better toilet facilities than is at present deemed necessary. 
Stables for horses and cattle with ideal sanitary conditions, as 
yet rarely to be seen in France, are shown. Every method of 
securing a better water supply for small agglomerations forms 
a part of the exhibition. 


Negative Tuberculin Skin Reactions in Children 

Prof. F. Bezancon and associates read a paper at the July 20 
meeting of the Académie de médecine entitled “Tuberculous 
Contagion of Children in Infected Families.” They said that 
observation over a fifteen year period in Bezancon’s hospital 
and dispensary service revealed cases of children who, although 
exposed in their homes to prolonged contact with tuberculous 
parents, not only failed to present any clinical or radiologic 
evidence of the disease but also never had a positive skin 
reaction to tuberculin. The histories of ten families, of from 
five to eight children each in which one or both parents were 
tuberculous, observed for from ten to fifteen years, were cited. 
In only twenty-two of thirty-six children was the skin reaction 
markedly positive from the time at which it was first made. 
In six cases it remained constantly negative and in ten cases 
the reaction suddenly changed from negative to positive, 
although exposure to the disease had existed for years. The 
persistence of negative reactions, in spite of prolonged, close 
and constant contact with tuberculous parents in very unhygienic 
surroundings, again shows the complex nature of the problem 
of the etiology of tuberculosis. The law of age could not be 
invoked in the cases observed by the authors. There appear 
to be some secondary factors, such as digestive disturbances, 
climatic and seasonal influence, psychic and moral causes, con- 
cerning which much remains to be learned. 

A paper entitled “Significance of Negative Cutaneous Reac- 
tions to Tuberculin was read by one of Bezancon’s associates, 
who studied 105 children in fifty-three families in which one or 
both parents were tuberculous. Of the 105 there were negative 
reactions in seventy-two and positive in thirty-three. A number 
of cases were cited in which, although all the children had been 
equally exposed, some, in the same family, had positive and 
others a negative reaction. In many, the negative reaction 
changes suddenly to a positive one after an interval of from 
four to fifteen years. This is frequently seen in students and 
nurses who work in wards for cases of pulmonary tuberculosis. 
The problem of why such a sudden change of reaction occurs 
still requires study. 

The discussion was opened by Professor Guérin of the Pasteur 
Institute, who said that the observations. of Bezancon and his 
associates seemed to set up the theory that in the human race 
there was an initial period of infection which might be termed 
“preallergie,” of long duration and without a positive tuberculin 
skin reaction. Professor Marfan defended the value of the 
epidermal tuberculin test. He had always found lesions when 
it was positive. Professor Rist stated that he did not believe 
that any evidence presented so far should lessen confidence in 
the value of the tuberculin epidermal and dermal tests. Pro- 
fessor Debré maintained that an anteallergic period could exist 
for some length of time, but it did not seem plausible for a 
person to be a carrier for years and not to react to increasingly 
stronger doses of tuberculin, in the form of cutaneous reactions. 
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Cutaneous sensibility to tuberculin ought to be tested, vigor- 
ously but cautiously, before being considered negative. Until 
more proof was offered, his faith in the tuberculin skin tests 
would remain unchanged. Professor Lesné expressed confidence 
in the positive epidermal reaction as signifying the existence 
of an unquestionable contamination. In closing, Professor 
Bezancgon said that he did not wish to be understood as ques- 
tioning the value of the cutaneous reactions but he said that 
it was advisable to search for certain factors which cause them 
to appear very late or which give rise to anteallergic periods. 


International Congress of Public Health Officials 
The International Congress of Public Health Officials, organ- 
ized by the French Public Hygiene Society, will be held in 
Paris, October 20-21. Papers will be read by public health 
officials of various countries on the rdle which they should play 
in modern society. 


AUSTRALIA 
(From Our Regular Correspondent) 
Aug. 24, 1937. 
Epidemic of Poliomyelitis in Victoria 

During the past three months an epidemic of poliomyelitis 
has been slowly spreading in an area of about 15 miles in width 
in the suburbs of Melbourne, Victoria. So far there have been 
forty-seven cases with five deaths. There is evidence that the 
epidemic is of a widespread scattered nature throughout the 
state. An effort is being made to limit the spread by imposing 
restrictions on interstate travel, especially of children. A medi- 
cal committee controls the joint government and municipal cam- 
paign against the disease, and seventy-four state schools have 
been closed. In view of the state of flux through which the 
treatment of the disease is passing, it is interesting to note the 
public statement which the medical committee has issued to 
the inhabitants of the infected area: “At present there is great 
doubt amongst world authorities as to the value of convalescent 
serum in the treatment of poliomyelitis as hitherto and at present 
employed. This doubt is supported by experience in the present 
epidemic. Serum, however, is at least harmless and, as there 
is no other form of treatment available, and it is possible that 
a more potent serum may be developed, the committee feels 
that the collection of serum should be continued until more 
definite knowledge is available. With regard to the use of 
nasal sprays, the committee feels that, in view of the incon- 
clusive results of a trial of the picric acid-alum spray in a 
large epidemic in America, it is not yet in a position to recom- 
mend the general use of such a spray. Any persons who wish 
to adopt this method should do so under medical advice. The 
committee considers that the intramuscular injection of citrated 
blood from parents to children who are known to have been 
in contact with a case may help to avert an attack and would be 
harmless. Closure of schools can be a useful measure only if 
parents ensure that their children are strictly isolated in their 
homes for at least one month.” 


The Future of Medical Practice in New Zealand 

Medical practice in New Zealand is at the crossroads. The 
government has the ambition of providing a complete health 
and medical service for the people of New Zealand, whereby 
the best possible service is available, free of charge, to all 
members of the community irrespective of their financial situa- 
tion. The government desires to give every citizen sound physi- 
cal health and a longer expectation of life through free advice 
and treatment from the best doctors available. As one member 
of the government, Dr. T. G. McMillan, the member for 
Dunedin West, expressed the government’s ambition: “We do 
not want a medical service geared by the poor man’s pocket, 
but we want the best available to every one in the dominion.” 
He further stated that it was hoped to improve the personal 
relationship between patient and doctor by removing the general 
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cause of irritation between them—the fee. It is considered that 
this has been an economic barrier which has been responsible 
for the tragic failure to prevent incurable disease. The New 
Zealand branch of the British Medical Association, through its 
president, Dr. T. D. M. Stout, has stated that it would act in 
the fullest cooperation with the government. But at the same 
time the association is doubtful whether any scheme embracing 
a large section of the community is either necessary or desirable. 
Adequate provision, however, with a full health service, should 
be made available to people not able to make financial provision 
for it themselves. The government has stated that it does not 
contemplate any scheme which will react detrimentally on the 
profession as regards either its earning or its professional 
standard. The British Medical Association considers that the 
development should be of an evolutionary nature and that it 
should start with the class of people of the lowest income 
groups, with the possible addition of other sections of the 
people as the scheme develops. 

A special committee, consisting of members of parliament and 
department officers has been appointed by the government, and 
this committee is examining all aspects of health insurance. 
An opportunity will be provided for interested parties to appear 
before a select committee of the House of Representatives to 
make any further suggestions or recommendations they wish to 
do. To assist in the preparation of a satisfactory scheme of 
national health insurance, Sir Henry Brackenbury is coming 
to New Zealand on the invitation of the New Zealand Branch 
of the British Medical Association and will arrive early in 
September. Sir Henry Brackenbury, who was a noted British 
authority on the medical aspect of national health insurance, 
will spend about three months in the dominion. At present the 
public hospitals of New Zealand are maintained by government 
subsidies, by local taxes and by patient’s fees, but these charges 
are not nearly sufficient to cover the cost of maintenance, and 
a large proportion of the patients who receive either inpatient 
or outpatient treatment pay nothing at all. It is significant 
that the “means” test for outpatients at the Wellington Hospital 
has been abolished. According to the hospital act, and to the 
practice of the controlling authorities of the larger hospitals, 
the wards of public hospitals are open to all classes of the 
community, rich or poor alike. 

Great building schemes are in contemplation. It is considered 
in New Zealand that £1,250 is nowadays by no means too large 
a sum to spend on the capital cost of a bed in a public hos- 
pital. The hospitals are developed to a high state of efficiency 
as regards equipment, with a corresponding increase of expen- 
diture to a degree not originally contemplated. Maintenance 
increases have resulted from the adoption of the forty hour 
working week, which has been ordained by the present govern- 
ment, and wages have been considerably increased. In the 
Wellington Hospital, for instance, last year’s expenditure in 
salaries and wages was £62,448 and this year it will be greatly 
increased, for the items of the wages of the male attendants 
alone in the hospital has increased by 40 per cent in the hos- 
pital board’s estimates. 


THE ECONOMIC ASPECT 

The population of New Zealand, including Maoris, at the 
last census was rather more than one and a half million. It 
is proposed to pay doctors at the rate of £1 per head annually 
as a retainer. All materials and other expenses will be abso- 
lutely free to patients and will be paid for by the government. 
It is estimated that the cost of the health scheme contemplated 
by the government is three and a half million pounds annually. 
This would be equivalent to a tax on wages, and on income 
other than wages, of seven pence in the pound. If the popula- 
tion was distributed among the medical practitioners, each doctor 
having his own list, there would remain a sum in the vicinity 
of two million pounds for extra services. It is believed that 
the proposal involves free medical and nursing service in 
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maternity cases, involving from fifteen to twenty pounds in 
each case. This would require about another half million 
pounds. The scheme would provide also for special hospital 
attention, traveling expenses of doctors and patients, and the 
provision of special homes and hospital staffs. 

At present the burden on taxpayers for hospitals and for all 
local, municipal and borough services is inequitable. It seems 
that the increasing cost of hospitals in New Zealand is extrava- 
gant. Paying wards in hospitals are said to be undemocratic. 
Experience has shown that original estimates of hospital and 
other costs for medical services cannot be made proof against 
increasingly mounting expenditure, and there is a feeling that 
a stage of expansion will be reached when even a state with 
all its powers of taxation will find its financial burden too great 
to bear. The tendency toward the abolition of honorary staffs, 
and the substitution therefor of paid full time or part time 
surgeons and physicians, will itself mean a large increase of 
expenditure. Four large metropolitan hospitals at present 
require new treatment machines for high voltage roentgen 
therapy. This is estimated to cost £36,000. 

It is considered that the complete nationalization of public 
hospitals will be the inevitable outcome of the government in 
its attitude toward medical services. At present in New Zealand 
the state pays the whole cost of schools, and the education 
system generally, from taxation funds. And the same principle 
is intended to apply to medical service. There is a marked 
socialization trend in New Zealand today. Ownership of 
property has become extensively socialized with the system of 
state lending for homes on a very narrow margin of security, 
ith the result that the average wealth of taxpayers is very 
low. The tax burden, moreover, apart from the cost of main- 
nance of hospitals, has increased with the development of 
other social services and schemes of municipal progress. 


= 
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BUDAPEST 
(From Our Regular Correspondent) 
Sept. 9, 1937. 
Consumption of Food Contaminated with 
Poison Gases 


Dr. Albert Telbisz, captain in the medical corps of the Hun- 
garian army, in a recent lecture before the Royal Medical 
Society said that with regard to the consumability of food 
articles containing war gases one must pay attention to its 
water content. In general, war gases penetrate deeper in foods 
containing much water; therefore foods containing much water 
retain the characteristic smell of the gases and for this reason 
they are unsuitable for human consumption. Phosgene, which 
speedily disintegrates and loses its action, at the worst merely 
spoils the taste of the food, rendering it less enjoyable. Real 
danger is caused only by the consumption of foods soiled with 
mustard gas or mixtures containing arsenic and chlorpicrin, 
which are insoluble in water. The flesh of a recently slaught- 
ered animal takes up much more from mustard gas than cooled 
or frozen meats. Also milk, owing to its fat content, may 
retain a greater quantity of mustard gas in solution through 
a much longer time, without the decomposition of the mixture. 
Mustard gas can penetrate into the flesh of an unpeeled apple 
to a depth of from 3 to 5 mm., while the skin of oranges and 
lemons gives a natural defense. On the surface of the potato, 
gases spread quickly and penetrate deeply. At the site of the 
absorption in the whitish inner part of apples and potatoes, 
sharply delineated brown spots of characteristic odor occur. 

Gas-proofing methods for food articles are yet undeveloped. 
Sure prevention can be obtained only by strictly forbidding the 
consumption of contaminated water and destruction of soiled 
food. Water can be saved by keeping it in reservoirs or cov- 
ered cisterns. Of course, in such a way only small quantities 
of water can be protected. Foods can be protected by packing 
them in small quantities in water proof paper or cellophane 
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or, if the quantity is greater, they can be covered with a water 
proof material. These protective measures should be resorted 
to in every case, for it is doubtless easier to protect the foods 
than to rid them of absorbed gases. Nevertheless, however 
careful and cautious one is, there may be instances in which 
food or drinking water has to be rendered gas free. For food 
the simplest and at the same time cheapest method is thorough 
ventilation. In a similar way meat or lard containing phos- 
gene can be gas proofed. In such cases gas proofing with 
diluted soda solutions is superfluous, because this would greatly 
interfere with the preservation of flesh. The rinsing water of 
meat soiled with mustard gas and also the soup of the cooked 
meat must be poured out. The mustard gas suspended in such 
water can be rendered innocuous by chlorinated lime. If meat 
has been reached by a quantity of mustard gas spray, or rain, 
its surface should be washed with soda solution and the upper 
layer should be cut off with a knife having a wide blade to a 
depth of half an inch. Soaking the meat in a solution of potas- 
sium permanganate, from 3 to 5 per cent, as suggested by 
several authors, is a doubtful way of gas proofing. With 
chlorinated lime or its watery solution, gas proofing is much 
more efficacious; but in practice this method has not proved 
satisfactory because the meat absorbs the characteristic odor 
of chlorine and renders it distasteful. Meat cannot be effica- 
ciously gas proofed by fumigation either. If meat has been 
reached by enough mustard gas to cover its whole surface, it 
has to be destroyed. If only the vapor of mustard gas has 
reached the meat, thorough ventilation suffices to render it 
edible. Dr. Telbisz concluded by stating that the selection of 
the proper method for gas proofing is not easy but is impor- 
tant, because in time of war there is a scarcity of foods. 


Serving of Wine Obligatory in Restaurants 

To serve the interests of wine growers, the government 
enacted some years ago a regulation that every soldier shall 
be rationed half a liter of wine daily into two portions, to be 
consumed with luncheon and supper. Since that law was 
enforced conditions have not improved but have become worse. 
To save the wine industry, the government enacted some days 
ago that in all restaurants the menu shall include a portion 
of wine, whether the customer wants it or not. As the menu 
system prevails only in the better class restaurants, this enact- 
ment is of no major practical importance. A part of the press 
strongly condemns this arrangement, especially since in Budapest 
there are many temperance restaurants. A medical journal 
ironically remarked that it is fortunate that the government did 
not enact that school children, in place of their free tumbler 
of milk at 10 a. m., should get a portion of wine. 


Work of the Rockefeller Foundation in Hungary 


The Rockefeller Foundation made the first step toward 
rehabilitating the scientific institutes of Hungary in 1920. Since 
that time $1,100,000 has been given. In the first years the 
foundation supplied the deficiencies of the equipments of the 
universities, which were run down in consequence of the war. 
In 1925 a public health reform bureau was established to 
initiate and develop the organization of the so-called Green 
Cross Protection of Family life. In 1925 the Rockefeller 
Foundation granted money for the erection of the National 
Public Health Institute. In 1927 support was granted to the 
erection of the Nurses’ Training Institute; soon afterwards it 
helped to erect the Institute for Training Maternity Staff. The 
help given in the erection of the National Public Health 
Institute deserves special mention. The foundation rendered 
the notification of infectious diseases possible and an extensive 
system of laboratory examinations. This institute initiated the 
testing of drugs and proprietary medicines, the starting of a 
systematic campaign against malaria; miners’ phthisis, flies, and 
so on, the organization of prophylactic inoculations against 
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diphtheria, and the production of vaccines. It has also resulted 
in more foreign physicians coming to study. 

When John D. Rockefeller died, the Hungarian ambassador 
in Washington laid a wreath on the coffin of the great patron 
of Hungarian scientific work. 


Centenary of Budapest Royal Medical Society 

The Budapest Royal Medical Society recently celebrated the 
centenary of its foundation, on which occasion Tiburtius 
Verebélyi, professor of surgery at the Budapest University and 
president of the Royal Medical Society, gave an address. He 
said that without doubt the last hundred years had seen more 
medical progress than any other century. From the stethoscope 
to electrocardiography and roentgenology, from the simple steel 
scalpel to the electric knife, from the clink of the bladder stone 
to the cystoscope, from sunlight to radiotherapy are a few of 
the practical achievements in therapeutics and diagnosis. With 
the deepening of our knowledge and with the recognition of the 
importance of cooperation, physicians must concentrate now 
on solving the present hygienic, social and professional problems. 


Personals 
Baron Alexander Koranyi, late professor of clinical medicine 
at Budapest University, received the Honorary Doctorate from 
the University of Athens on the occasion of the centenary of 
the foundation of the university. 


BUCHAREST 
(From Our Regular Correspondent) 
Sept. 10, 1937. 
The Ninth International Congress of Military 
Surgeons and Pharmacists 
The ninth International Congress of Military Surgeons 
and Pharmacists, under the patronage of King Carol, was held 
in Bucharest July 2-8 and was opened by Lieutenant General 
Iliescu in the presence of Costinescu, minister of health, 
\nehelescu, minister of education and the majority of the 
diplomatic staff. The presidential address expressed thanks to 


king Carol for his sacrifices in connection with the health of 
the army and to the royal family for its generosity with regard 
to the care of the wounded. Speaking about the vocation of the 


medicomilitary staff, he emphasized that military surgeons need 
to be possessed of military in addition to medical knowledge. 
Speaking about the importance of well equipped laboratories, he 
said that the achievements of laboratories were sooner availed 

by the army than by the civilian population. Vaccination 
against smallpox, for example, was rendered compulsory in the 
army of Napoleon, May 29, 1811. Inoculations against typhoid 
likewise were first applied in the armies. 

The congress adopted three important resolutions: 1. Cer- 
tain localities should be utilized exclusively for the medical ser- 
vice and placed under the protection of the Red Cross Society. 
2. The application of the Geneva Convention should be intro- 
duced within the shortest possible time, and its close observance 
he assured by military service regulations and military law. 
3. Increased protection should be allotted to the civilian popu- 
lation so that they may be exempted from the horrors of war. 

Colonel Voncken of Belguim said that the convocation of 
these congresses was inspired by the ideal of peace. If there 
is no possibility of realizing perpetual peace, at least everything 
possible should be done to humanize war and to mitigate its 
horrors and atrocities. In this sense it is necessary to establish 
isolated health centers, to protect these and to establish regula- 
tions for the special treatment of the wounded and the civilian 
population. Committees were appointed which in time of war 
are to observe that the regulations laid down in international 
agreement are enforced. 

The international character of the congress was shown by 
the fact that among the lecturers were Rumanians, Italians, 
Japanese, Swiss, Greeks, Dutch, English, Russians, French, 


Americans, Germans and Yugoslavs. The scientific papers 
were read in the afternoon hours, while the forenoons were 
utilized for the inspection of Bucharest’s public health 
institutions. 
Congress of Sport Physicians 

The first Congress of Sport Physicians was held in Bucharest. 
The first speaker was Kral, lecturer to the University of 
Prague, who made known the function of his professorial chair, 
the aim of which is to make students of medicine know the 
various problems which surround physical education. Professors 
Mihailescu and Alexiu expounded the importance of the medical 
control of physical education among university students and 
those youngsters who partake in so-called premilitary training. 
They showed a minutely elaborated plan for the institutional 
organization of the training of sport physicians. Lascar, colonel 
in the medical service, and Jonescu dealt with the teaching of 
sports needed by those suffering from bodily defects. They 
emphasized the importance of this from the point of view not 
only of the upkeep of their health, which is impaired by their 
deformities, but of the improvement that can be brought about 
by properly applied sports and exercises, under the control of 
competent sport physicians. Professor Dumitrescu told of his 
plan for a biotypologic institute along the lines of physical 
education. He also expounded the practical realization of this 
plan. sAlexiu and Demetrescu illustrated with numerous 
examplés the importance of the medical control of the gym- 
nastic exercises of sport associations. Ulmeanu proposed the 
organization of physicians dealing with physical education 
into a society and suggested that the career of sport physicians 
be regulated according to certain norms. He said that of late 
years it has been the fashion to have children taught physical 
culture, mostly by teachers who are self taught and who may 
do harm by incompetent teaching. Professor Knoll of Hamburg 
read a paper on factors promoting accidents from sports; Pro- 
fessor Cassini of Rome, a paper on accidents from sports which 
occurred in Italy during the last decade; Professor Laugier of 
Paris, a paper on biotypology and physical education; Professor 
Brouna of Liége, a paper on acceleration in function of the 
heart in connection with physical culture; professor Arnold of 
Dresden, a paper on physical education as a therapeutic means 
in certain disease conditions; Professor Nitescu, a paper on 
the metabolism of creatine bodies in reference to the training 
of the body; Gontea, a paper on lactacidemia in connection 
with the training of recruits. 


The Celebration of Professor Marinescu 
In celebration of Marinescu’s laying the foundation of the 
teaching of neurology in Rumania forty years ago, the Noua 
revista medicala published a bulky commemorative issue. The 
most prominent professors of the Rumanian universities and 
some of his most celebrated pupils contributed articles. 





Marriages 


Roscoe Bennett Gray Cowper, Big Springs, Texas, to Miss 
Mary Joy Odom of Denton, June 21. 

FERDINAND WeELEBIR, Washington, D. C., to Miss Benita 
Hanson of Rolla, Mo., July 28. 

Wit1AM Rips_e Prettow to Miss May Fletcher Tiffany, 
both of Warrenton, Va., July 24. 

Wrt1aAM Ecpert Krewson 3p, to Miss Mary Elizabeth Britz, 
both of Philadelphia, June 19. 

Wittiam M. CasHMAN to Miss Ella Harrington, both of 
Warren, Pa., July 19. 

RatpH Martin Tipp Jr., to Miss Mary Frances Good, both 
of Erie, Pa., April 7. 

Seymour Zucker to Miss Cynthia Prince, both of New 
York, May 23. , 

RosELyNn Tourr to Mr. Elias L. Epstein, both of Cincinnati, 
April 29. ; 
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Deaths 


Lorenzo B. Lockard, Denver; University of Pennsylvania 
Department of Medicine, Philadelphia, 1894; member of the 
Colorado State Medical Society, American Academy of Oph- 
thalmology and Oto-Laryngology, American Laryngological 
Association, and the American Laryngological, Rhinological and 
Otological Society; at one time professor of anatomy at the 
Toledo Medical College; laryngologist and rhinologist to the 
Sanatorium of the Jewish Consumptives Relief Society, Spivak, 
and the Evangelical Lutheran Sanatorium, Wheat Ridge; laryn- 
gologist to the National Jewish Hospital; on the staff of St. 
Luke’s Hospital; fellow of the American College of Surgeons ; 
aged 64; died, July 31, in St. Joseph’s Hospital, of intestinal 
rupture. 

Julius Henry Powers @ Saginaw, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1906; for many years councilor of the eighth district of the 
Michigan State Medical Society; fellow of the American Col- 
lege of Surgeons; served during the World War; past presi- 
dent of the Saginaw County Medical Society; on the staffs of 
the Saginaw County Contagious Hospital, Saginaw General 
Hospital, St. Luke’s Hospital and St. Mary’s Hospital; aged 
57: died, July 19, of carcinoma of the intestine. 


John Taylor Howell © Newburgh, N. Y.; College of 
Physicians and Surgeons, Medical Department of Columbia 
College, New York, 1885; fellow of the American College of 
Surgeons; past president of the Orange County and Newburgh 
Bay medical societies; consulting surgeon to St. Luke’s Hos- 
pital; librarian to the Newburgh Medical Library; aged 75; 
died, July 9, of injuries received when struck by an automobile. 


Samuel Ernest Lambert @ Spokane, Wash.; Medical 
Department of the University of Alabama, Mobile, 1901 ;* mem- 
ber of the House of Delegates of the American Medical Associa- 
tion in 1920 and 1921; fellow of the American College of 
Surgeons; served during the World War; member of the staffs 
of the Deaconess, St. Luke’s and Sacred Heart hospitals; aged 
62; died, July 23, of coronary thrombosis. 


Arthur Lampton Haight, Crystal Falls, Mich.; Milwaukee 
Medical College, 1912; member of the Michigan State Medical 
Society; past president of the Dickinson-Iron County Medical 
Society; served during the World War; for many years a 
member and treasurer of the board of education; medical super- 
intendent and owner of the Crystal Falls General Hospital; 
aged 58; died, July 20. 

Clarence Allen Good, St. Joseph, Mo.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1898; member of the Missouri State Medical Association; at 
one time professor of bacteriology and pathology at the Ens- 
worth Central Medical College; on the staff of St. Joseph’s 
Hospital; aged 61; died, July 20, in Rochester, Minn., of car- 
cinoma of t’ : prostate. 

Josiah Payne Thornley ®@ New York; University of Vir- 
ginia Department of Medicine, Charlottesville, 1887; Columbia 
University College of Physicians and Surgeons, New York, 
1896; connected with the U. S. Public Health Service; on the 
staffs of the U. S. Marine Hospital and the Gouverneur Hos- 
pital; aged 70; died, July 21, in the Presbyterian Hospital, of 
bronchopneumonia. 

Clarence Leroy Bock ® Muncie, Ind.; Indiana University 
School of Medicine, Indianapolis, 1915; past president of the 
Delaware-Blackford County Medical Society and the Muncie 
Academy of Medicine; served during the World War; fellow 
of the American College of Surgeons; aged 51; urologist to the 
Ball Memorial Hospital, where he died, July 24, of coronary 
thrombosis. 


Mathew Lyle Talbot ® McAllen, Texas; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1900; past presi- 
dent of the Tarrant County Medical Society; on the staff of the 
McAllen Municipal Hospital ; formerly on the staffs of the City 
and County Hospital, All Saints Episcopal Hospital and 
St. Joseph’s Hospital; aged 62; died, July 10, of coronary 
occlusion. 

Paul Alexander Quick, Muskegon, Mich.; University of 
Buffalo School of Medicine, 1874; member of the Michigan 
State Medical Society; past president of the Muskegon County 
Medical Society; at one time city and county physician; aged 
84; formerly on the staff of the Mercy Hospital and the Hackley 
Hospital, where he died, July 20, of uremia. 

Claude Alfred Boseman, Pinebluff, N. C.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1927; mem- 
ber of the Medical Society of the State of North Carolina; 
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served during the World War; part owner of the Pinebluff 
Sanitarium ; aged 43; died, July 23, of acute morphine poisoning. 

Frank Lee Biscoe ® Wadsworth, Kan.; Georgetown Uni- 
versity School of Medicine, Washington, D. C., 1901; member 
of the Medical Society of the District of Columbia; served dur- 
ing the World War; on the staff of the Veterans Administration 
Facility; aged 60; died, July 18, of pneumonia. 

Timothy Thomas Gibson, Knoxville, Tenn.; University of 
Louisville (Ky.) Medical Department, 1909; member of the 
Kentucky State Medical Association; past president and secre- 
tary of the Bell County (Ky.) Medical Society; aged 53; died, 
July 26, of cerebral hemorrhage. 

Augustus W. Clayton, San Angelo, Texas; Louisville 
(Ky.) Medical College, 1892; member of the State Medical 
Association of Texas; aged 68; on the staff of the Shannon 
West Texas Memorial Hospital, where he died, July 2, of 
Parkinson’s disease. 

Horace Bowen, Montclair, N. J.; New York Homeopathic 
Medical College and Hospital, 1889; president of the Hudson 
County Board of Health; at one time health commissioner of 
Hudson County; aged 70; died, July 13, of arteriosclerosis and 
chronic nephritis. 

Bernard Joseph Lachner ® Rock Island, Ill.; Jefferson 
Medical College of Philadelphia, 1906; fellow of the American 
College of Surgeons; served during the World War; on the 
staff of St. Anthony’s Hospital; aged 59; died, July 1, of cere- 
bral hemorrhage. 

Charles J. Otto, Dayton, Ohio; Eclectic Medical Institute, 
Cincinnati, 1905; member of the Ohio State Medical Associa- 
tion; formerly county coroner; aged 57; died, July 26, in 
St. Elizabeth Hospital, of streptococcic meningitis, otitis media 
and pneumonia. 

Edward Ernest Parker, South Bend, Ind.; Medical Col- 
lege of Indiana, Indianapolis, 1898; member of the Indiana 
State Medical Association; formerly surgeon to the Culver 
Military Academy, Culver; aged 66; died, July 28, of cerebral 
hemorrhage. 

Alfred Frederick Hodgman, Auburn, N. Y.; Albany 
(N. Y.) Medical College, 1888; member of the Medical Society 
of the State of New York; veteran of the Spanish-American 
War; county coroner; aged 71; died, July 12, of lymphatic 
leukemia. 

Charles George Strobel, Dolgeville, N. Y.; Long Island 
College Hospital, Brooklyn, 1888; for many years health officer ; 
member of the Medical Society of the State of New York; aged 
73; died, July 16, of cerebral hemorrhage and arteriosclerosis. 


William A. Bernard, Woonsocket, R. I. (licensed in Rhode 
Island in 1899); formerly health officer of Woonsocket; on the 
staff of the Woonsocket Hospital; aged 62; died, July 11, of 
cerebral hemorrhage, hypertension and arteriosclerosis. 

John Patrick O’Brien @ Philadelphia; University of Penn- 
sylvania School of Medicine, Philadelphia, 1910; served during 
the World War; aged 54; on the staff of the Misericordia Hos- 
pital, where he died, July 20, of lobar pneumonia. 

William L. Murphy ® Aurora, Ill.; Northwestern Univer- 
sity Medical School, Chicago, 1903; on the staffs of St. Joseph 
Mercy Hospital and St. Charles Hospital; aged 58; died, 
July 25, of angina pectoris. 

Frederick S. Haeberle, St. Louis; St. Louis College of 
Physicians and Surgeons, 1891; member of the Missouri State 
Medical Association; aged 70; died, July 14, in the Barnes 
Hospital, of heart disease. 

Frederic Henry Moss, Detroit; University of Minnesota 
Medical School, Minneapolis, 1928; resident physician of the 
Detroit Tuberculosis Sanatorium; aged 39; died, July 26, of 
chronic myocarditis. 

Monroe Manges, Buffalo; Cleveland Medical College, 1892; 
University of Buffalo School of Medicine, 1898; aked 71; died, 
July 23, in the Buffalo General Hospital, of cerebral thrombosis 
and arteriosclerosis. 

Henrietta A. Stoffregen Borck ® St. Louis; St. Louis 
Woman's Medical College, 1893; Homeopathic Medical College 
of Missouri, St. Louis, 1897; aged 68; died, July 24, of cerebral 
hemorrhage. 

Eugene G. Greer, St. Louis; St. Louis College of Physi- 
cians and Surgeons, 1906; member of the Missouri State 
Medical Association; aged 57; died, July 26, of cerebral hem 
orrhage. : 

William Wellington Owen, Wading River, N. Y.; Uni- 
pe | of the City of New York Medical Department, 1891; 
aged 79; died, July 11, of chronic nephritis and myocarditis. 
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INCIDENCE OF CORONARY THROMBOSIS 
IN RELATION TO CLIMATE 

To the Editor:—The observation has frequently been recorded 
that the incidence of coronary thrombosis is apparently increased 
during the cold seasons. In this connection the report by 
Master, Dack and Jaffe on “Factors and Events Associated 
with Coronary Artery Thrombosis” (THE JourNAL, August 21) 
is of particular interest. These investigators analyzed more 
than 800 clinical attacks of coronary thrombosis in an attempt 
to ascertain “what factors may have initiated the thrombosis. 

Excitement, ingestion of food, infection, tobacco, alcohol, 
heart failure, time of day and season of year were found to 
have no significance.” Since the observation with reference 
to season of year is of some importance from the standpoint 
of both etiology and therapy, I have analyzed the data pre- 
sented by Master and his associates. 

They divided the monthly incidence of 612 attacks of coronary 
thrombosis into two groups. The October-April or “autumn- 
winter,” group comprised 314 cases, or 51.3 per cent of the 
total, and the April-October, or “spring-summer,” group con- 
sisted of 298 cases, or 48.7 per cent. On the basis of these 
two frequencies the conclusion was reached that “the element 
of cold therefore seems to have no role in the formation of a 
coronary thrombus,” and again, that “coronary thrombosis. . . 
occurs irrespective of season or temperature.” 

When, however, a slightly different division of the published 
data is made, a wholly different conclusion results. Retaining 
the dichotomous classification of the authors, I considered two 
groups: cases occurring during the winter-spring months of 
December through May, and those noted during the summer- 
fall months of June through November. The following totals 
were obtained: winter-spring, 333 of 612 cases, or 54.4 per 
cent; and summer-fall, 279 cases, or 45.6 per cent. The differ- 
ence between these two values of 54.4 and 45.6 per cent is 
8.8 + 2.84 per cent. Since the difference is three times as 
great as its standard error, from a statistical point of view it 
is highly significant. Such a difference would be expected to 
occur by chance selection from a homogeneous population about 
once in 370 times. An alternative analysis of the same group- 
ings by the chi square test of homogeneity gives a value for 
chi square of 9.5, indicating highly significant heterogeneity 
between the two groups. Furthermore, the mean of fifty-one 
attacks per month was exceeded in three of the six winter- 
spring months of December to May, with an average deviation 
from the mean of + 4.5, while five of the six summer-autumn 
months of June to November had an attack rate lower than the 
mean value, the average deviation in this instance being — 4.5. 

Another significant observation is brought to light from the 
published material. The mean number of attacks per month 
based on the total rate of 612 cases is fifty-one and the standard 
deviation of monthly incidence is + 9.5. Ninety-nine per cent 
of all values in a symmetrically distributed series are expected 
to fall within the range of the mean plus and minus two and a 
half times the standard deviation, in this case between the 
extremes of ‘26 and 75. The attack rate in every month but 
one falls well within these limits. The exception occurs in 
the month of January, a cold winter month, which attains the 
upper limit of this range with a frequency of seventy-five 
attacks. Statistically this deviation from the mean is regarded 
as significant. 

The foregoing analysis indicates that the onset of coronary 
thrombosis in the cases reported by Master and his associates 
was significantly more frequent in the period from December 
to May than in the period from June to November. Moreover, 
the factor that contributed most to the increased incidence dur- 
ing the winter-spring months was the significantly high rate 
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occurring in January. The extraneous influence of temperature, 
hours of sunshine and meteorological states, which might be at 
least partly responsible for this differing incidence, is at present 
a matter for conjecture. The fact remains however that the 
reported material points to season of the year as a significant 
factor in the occurrence of the clinical picture of coronary 


thrombosis. Paut D. Rosaun, M.D., New Haven, Conn. 


A PINWHEEL FOR NEUROLOGIC 
EXAMINATION 


To the Editor:—In Tue Journat, July 31, page 346, Dr. 
E. L. Stern describes an instrument for localizing pain. This 
instrument was introduced by me in Germany in 1930 (Arch. f. 
Psychiat. 92:474, 1930; Nervenarst, 1930, p. 594; Bing: Lehr- 
buch der Nervenkrankheiten, ed. 4, 1932, p. 8) and has been 
since widely used in Europe. This small instrument has proved 
during these eight years to be of such definite value that it 
has become, like the reflex hammer, an indispensable part of 
the outfit for everyday neurologic practice. 

In testing the sensibility of the skin to pain, both for the 
first gross orientation and for exact determination of the 
boundaries of hypalgesia or analgesia, it is essential to apply 
on an extensive area of the skin a series of stimuli which should 
be as much as possible equal with regard to time, distance and 
strength. Ordinarily a pin was used for this purpose, but this 














Pinwheel for neurologic examination. 


equality of applied stimuli can be better achieved by a pinwheel 
which is constructed in the same manner as a copying wheelet 
as used by tailors. 

The handling of this pinwheel is easy and convenient. It is 
rolled under light pressure on the skin or permitted to work 
with its own weight. It is also useful for comparison of sensi- 
bility to pin prick on two symmetrical places of the body. In 
this manner it is easier to achieve equal stimuli. The use of 
a pin is, however, preferable for determination of hypalgesic 
or analgesic boundaries on the small surfaces of the ends of 
the extremities. 

This pinwheel has proved in many years’ experience to be 
useful in the examination of skin reflexes, particularly the 
abdominal reflexes. In using a pin for this purpose or another 
sharp instrument, as was done before, painful scratches of the 
patient’s skin often occur. I was often amazed to see how 
severely the skin of the patient’s abdomen can be scratched 
when the doctor had been “struggling with abdominal reflexes,” 
as my teacher Dr. Cassirer indignantly used to say. Another 
disadvantage of using a scratching motion for abdominal reflexes 
is that in this way a shaking of the abdominal wall may be 
produced which simulates a contraction of the abdominal 
muscles. Both disadvantages can be avoided by examination 
of the abdominal reflexes with a pinwheel, which is quickly 
rolled over the abdomen under light pressure. I have found 
frequently and very definitely that abdominal reflexes which 
could not be elicited by using a pin or a sharp instrument could 
be found clearly by use of the pinwheel. In the latest edition 
of his Lehrbuch der Nervenkrankheiten, Bing (1937) says in 
the discussion of hyporeflexia and areflexia abdominalis, page 
171: “When weak stimuli fail, the abdominal reflexes can come 
to light by the use of the ‘pinwheel’ recommended by 


. ” 
Wartenberg. Rosert WaARTENBERG, M.D., 


University of California Hospital, 
San Francisco. 
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THE RECURRENT (INFERIOR) 
LARYNGEAL NERVES 


To the Editor:—In Tue Journat, September 4, you pub- 
lished a communication from Dr. John F. Quinlan criticizing 
the following statement which appeared in your editorial 
(July 17) on total thyroidectomy for congestive heart failure: 
“Injury to the recurrent laryngeal nerve was recorded in 8.2 per 
cent of the cases. In no instance was it bilateral or permanent.” 
Contrary to his criticism, this simple and concrete statement 
of fact contains no “gross. anatomic ambiguity” nor is there, “by 
implication, a definite falsehood.” Moreover, the BNA does 
recognize the recurrent laryngeal nerve and gives it the simple 
Latin designation “nervus recurrens.” 

furthermore, his assertion that “there is only one recurrent 
nerve in the body” is erroneous. There are two recurrent 
larvngeal nerves and also two recurrent mandibular and recur- 
rent maxillary nerves, to say nothing of the many other recur- 
rent meningeal nerves. 

According to Dr. Quinlan, there is no right recurrent laryn- 
geal nerve and he attempts to explain the asymmetry. This 
assertion is likewise false, since the right recurrent laryngeal 
nerve arises from the vagus and hooks around the subclavian 
artery (at the base of the neck) and ascends in the groove 
between the trachea and esophagus, to reach the larynx finally. 
Hence the right and the left recurrent nerves have practically 
the same course in the neck and thus have a similar relation 
to the thyroid gland and either may be injured in operations 
on this gland. : 

His final statement concerning “thoracic diseases involving 
the mediastinum—infections, growths, aneurysms” is irrelevant 
to your discussion of thyroidectomy. It is of course evident that 
only the left recurrent nerve—which hooks around the aorta— 
enters the thoracic cavity, since the right one hooks around 
the right subclavian artery, which lies above the thorax—in 


he neem M. Wuarton Youne, M.D., 
Howard University, 
Washington, D. C. 


INTESTINAL OBSTRUCTION FROM 
DRIED FRUIT 


To the Editor:—The report of a case of intestinal obstruction, 
caused by the ingestion of half of a dried peach, which, swal- 
lowed unchewed, passed undigested into the small intestine 
completely occluding the lumen of the bowel, is of great interest. 
This patient of Drs. Andrews and Walker of Great Falls, Mont., 
(THE JourNAL, August 7) is probably not an isolated case. 

In the forenoon of April 25, 1934, I was called to see an obese 
edentulous woman, aged 70, who had had severe abdominal 
pains all through the night. Great distention, fecal vomiting, 
fever and a very rapid pulse made the diagnosis of intestinal 
obstruction imperative. She was admitted to the hospital and 
an attempt was made to improve her desperate condition, but 
she died in a few hours. Myocardial degeneration and chronic 
nephritis barred an operation and contributed to the outcome. 

The postmortem examination disclosed a fusiform swelling 
at about the middle of the small intestine, which on being 
incised proved to be the two complete halves of large dried 
peaches, undigested and swollen again to their original fresh 
forms, lying one above the other and in contact, the convex 
surfaces turned in opposite directions, completely obstructing 
the bowel. These halves were firm, the indentation in the middle 
showing the perfect convolutions where the stone had been 
removed, and the skin was rather smooth and firm. 

The patient had been stewing peaches the day before and, 
placing some dried pieces in her mouth, merely moistened them 
with saliva, sucked them a bit and swallowed them unchewed, 
as she was not wearing her plates. 
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The lesson is plain: dried fruits unsoftened and unchewed 
cannot be swallowed with impunity. Even when chewed, a 
mass may form and cause trouble; but in view of the fact that 
large peaches are now dried, after being only halved, it is 
evident that they constitute a menace for those who might 
ingest them in the dried state; this is especially true in the 
case of children and the edentulous. 


ALEXANDER NeEtTTELRoTH, M.D., Louisville, Ky. 


JACKSON AND JAMES PAGET 


To the Editor:—It is pleasant to find this letter of James 
Jackson (1777-1867) addressed to Sir James Paget in the col- 
lection of the Royal College of Surgeons. Jackson is still 
remembered by his Letters to a Young Physician (1855) and 
his early scientific work on vaccimation in the United States. 
The letter is revealing of his day and also shows that he never 
lost contact with the British medical world. 

Boston, 22 Sept. 1855. 

Sir: 

I take the liberty of sending two books, of which I beg your 
acceptance. If you will look into them you will find I am an old man. 
You will perceive deficiencies enough, but you may perhaps perceive in 
me a love of what is true and beautiful in science. My prin- 
cipal object in forwarding you these books is to get an opportunity to 
express my feelings of respect to you. This I have been desirous to do 
for a year past,—since reading your lectures on surgical pathology. 

In reading these lectures I was constantly reminded of John Hunter. 
It seems to me that no one, in these fifty odd years since his death, has 
shown the same spirit in studying and interpreting nature as you have 
done. His love and close observation of nature were such that all his 
labours retain their value even on points where others with greater oppor- 
tunities have gone far beyond him. 

So far his fidelity is justified,—his fidelity in observation. But in 
many instances may it be found that in looking closely at what he did see, 
he anticipated what subsequent discoveries have confirmed. This could be 
shown to be more true than it would appear to be at first view, if his 
language were correctly explained. For instance he spoke often of actions 
in different parts in such terms so that his readers have thought of some 
peculiar kinds of motion in the extreme aspect. 

He then delivers a eulogy of Paget and hopes that he lives to 
make new conquests : 

“Conquests which do not break down and destroy God's 
works; but of which the object is to remove the obstacles to a 
right interpretation of the works of creation—of the plans of 


the Deity and of the laws he has ordained.” 
R. H. Hetnoet, Philadelphia. 


CEVITAMIC ACID STIMULATION OF 
SPECIFIC ANTIBODY FORMATION 


To the Editor:—I have read with great interest the editorial 
on “Cevitamic Acid Stimulation of Specific Antibody Produc- 
tion” in THe Journat, August 28. Unless I am mistaken, 
Dr. Bernard L. Oser and I were the first to report that cevitamic 
acid, when administered in sufficient dosage, altered the immuno- 
logic responses in guinea-pigs. We demonstrated the fact that 
larger doses of cevitamic acid reduced and inhibited the suscep- 
tibility of the guinea-pig’s skin to experimental sensitization 
with neoarsphenamine, and that the dose necessary to achieve 
this effect was higher than the minimal dose necessary to pro- 
tect against scurvy. The publication by Oser and myself, which 
appeared in the Proceedings of the Society for Experimental 
Biology and Medicine (32:716 [Feb.] 1934) is, as far as I 
have been able to ascertain, the earliest report of experimental 
work dealing with the influence of cevitamic acid on immuno- 
logic mechanisms. This report was amplified in our presenta- 
tion before the thirteenth International Physiologic Congress 
at Leningrad in 1935. Our results have since been confirmed 
by Bruno Streitmann and Albert Wiedmann (Arch. f. Dermat. 
u. Syph. 175:696 [July 6] 1937). 


Marion B. Sutzpercer, M.D., New York. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER’S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


CEREBRAL VASCULAR SPASMS 

To the Editor:—Nov. 24, 1936, a man, aged 48, weighing 156 pounds 
(71 Kg.) without coat or shoes, and 5 feet 8% inches (173 cm.) in 
height, was taken with numbness and tingling in the right side of the 
face, which was followed by paralysis of the right side of the 
face. The paralysis did not affect the brow or the muscles around 
the eye, the principle evidence of paralysis being around the angle of 
the mouth. Previous to this attack the patient had six or eight attacks 
of numbness in the right side of the face and in the thumb and the index 
and middle fingers of the right hand, which affected speech, if he was 
talking, but were transitory and passed off within a minute or two, leaving 
no paralysis. The blood pressure has varied from 130/98 to 124/87. The 
patient has a reddish bronze color of the face and back of the hands 
and is of the hypersensitive type, with vasomotor instability. The pulse 
varies from 80 to 96 lying down. The basal metabolism was plus 27. 
Blood calcium was 11.2 mg. per hundred cubic centimeters, blood urea 
4 mg. and blood sugar 127 mg. Hemoglobin was 95 per cent. Red 
blood cells numbered 4,750,000, white blood cells 10,500. The Wasser- 
mann reaction was negative. The urine showed a specific gravity of 
1.026, a very faint trace of albumin and no sugar. Microscopic examina- 
tion showed from 15 to 20 white blood cells to a high power field and 
no red blood cells. Expressed secretion from the prostate (in urine) 
showed 40 white blood cells to a high power field and 3 red blood cells, 
the specific gravity being 1.022. Physical examination showed dilated 
veins in the fundi of the eyes. Deep and superficial reflexes were hyper- 
active and equal on the two sides. Abdominal reflexes were present and 
equal. No Romberg, Babinski, Oppenheim, Chvostek’s or Trousseau’s 
sign was elicited. The pupils were equal and reacted to light and in accom- 
modation, Flexion and extension of the limbs was normal. There was 
a slight sagging of the tissues around the right angle of the mouth. The 
patient could pucker the lips normally. The prostate was not enlarged. 
The heart, lungs and abdomen were normal. There was slight enlarge- 
ment of the left lobe of the thyroid. After five days the paralysis around 
the angle of the mouth had improved, but weakness was apparent on 
talking and there was some speech defect. The patient’s diet was ques- 
tionable, as it is thought it lacked citrus fruits, green vegetables and 
fresh meats. One quart of milk was taken daily. It was thought that 
the patient’s paralysis was due to a small leak in a blood vessel. Three 
dead or suspicious teeth were extracted. A preparation of theobromine 
and phenobarbital was ordered, and I expect to-try small doses of com- 
pound solution of iodine, from 1 to 3 drops three times a day, if advisable. 
A nap in the afternoon and a balanced diet were ordered, with prostatic 
massage once every five days. Is this treatment suitable and ample? Is 
there danger in giving compound solution of iodine? Could this condition 
be due to functional derangement or to the toxic effect from the thyroid 
or an unbalanced diet? Do these infected prostates get well and stay 
well from massage? Would it be advisable to operate in such a thyroid 
case, and if so how long after the attack? Would x-rays be preferable 
to surgery? Does recurrence of the numbness that preceded the attack 
of paralysis mean that bleeding continues? Does the increase in urea 
nitrogen with the rather high specific gravity justify protein restriction? 
What is the protein, carbohydrate or fat content of powdered brewers’ 
yeast? Please give suitable treatment for such a case and give the 
prognosis. M.D., Virginia. 


ANSWER.—Transient sensory or motor paralyses such as 
described are quite common, especially in the later decades of 
life, and are usually attributable to cerebral vascular changes 
which are at first reversible but nearly always eventually become 
permanent. The theory that they are due to vascular spasm 
is widely but not unanimously held. Kinnier Wilson, for 
instance, suggests (Brit. M. J. 1:487 [March 16] 1929) that 
they may be due to a temporary fall in systemic blood pressure 
which renders a partially sclerotic vessel unable for the time 
being to supply adequate amounts of blood. Arterial hyper- 
tension is frequently found in patients with such transient 
cerebral phenomena. In the case cited, though the blood pres- 
sure is not markedly elevated there are other suggestions of 
vascular disease in the blood urea and urinary observations. 
In addition, it is stated that vasomotor instability was noted, 
an observation consistent with the idea that the patient’s 
cerebral symptoms are due to intermittent vascular changes. 
Such patients, in most instances, finally fall victim to cerebral 
thrombosis rather than to hemorrhage. Syphilis is sometimes 
a factor in producing these changes and should be further 
excluded by an examination of the spinal fluid. 

A single basal metabolic rate estimation of plus 27, in the 
absence of other evidence of hyperthyroidism, calls only for a 
repetition of the test and does not warrant the administration 
of iodine, especially at the age of 48, when it may indeed be 
dangerous. In the patient under discussion the blood pressure 
quoted makes hyperthyroidism unlikely. 
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MINOR NOTES 


In the treatment of such a patient the diet should be well 
balanced and slightly laxative, with an average pro‘ein content. 
Constipation should be treated by the use of lubricants, if 
necessary, in order to avoid any straining at stool. Tobacco 
should be forbidden or greatly restricted, depending on the pre- 
existing degree of addiction. Strenuous exercise is to be 
avoided, as are excitement and emotional stress. Potassium 
iodide may be administered in doses of 0.65 Gm. three times 
a day temporarily while the facial weakness persists. Theo- 
bromine or similar compounds are indicated in moderate doses. 
The prognosis in the case cited is difficult to state without 
prolonged observation but should be regarded as dubious, since 
most patients with such symptoms die of cerebral thrombosis 
within a few years. The patient should, however, be spared 
the extra burden of such a gloomy outlook, although responsible 
relatives may well be warned. 

A good grade of brewers’ yeast contains about 46 per cent 
protein, 40 per cent carbohydrate and 2 per cent fat. 


OSTEOCHONDRITIS OF, FEMORAL EPIPHYSIS 
To the Editor:—A 3 year old girl had bloodless reduction of the hip in 
May 1936 with good results, but the head of the femur shows (last two 
months) osteochondritis with a mottled head. What should be done for 
this condition? L. J. Sveryix, M.D., Cleveland. 


ANSWER.—Osteochondritis of the capital femoral epiphysis is 
seen not infrequently after the bloodless reduction of a con- 
genital dislocation of the hip joint. It is probably due to the 
traumatism attendant on the manipulation. No pathologic evi- 
dence has been adduced to support the theory of diminished 
blood supply through injury to the artery in the ligamentum 
teres, but this theory seems at least as logical as any of the 
others. 

The actual pathologic process is a softening of the trabeculae 
in the capital epiphysis. This softening extends in most cases 
into the metaphysis. The mottled appearance, sometimes called 
fragmentation, is due to retention of calcium in areas deprived 
of blood circulation. 

The softened capital epiphysis becomes flattened and widened 
(mushroomed) under the influence of the body weight and 
muscle pull, and the entire head and neck of the femur become 
involved in a coxa vara deformity. The end result of this 
deforming process depends on the extent and severity of the 
softening and on the efficacy of the treatment. In some 
untreated cases the coxa vara becomes so marked that abduc- 
tion of the thigh is impossible and other motions of the hip 
joint are definitely limited. The actual shortening may amount 
to more than an inch. In view of such possible end results it 
is highly desirable to institute the same treatment that is 
indicated in cases of ordinary Legg-Perthes osteochondritis 
juvenilis coxae. 

The use of plaster-of-paris spica casts is not advisable, because 
circular plaster-of-paris casts tend to produce demineralization 
and softening of bone, and because the prevention of weight 
bearing on the softened femoral head is much more important 
than the prevention of motion in the hip joint. 

For these reasons a simple Thomas knee splint (often errone- 
ously called a hip splint) of the ordinary or of the caliper type 
should be carefully fitted to the affected leg. This splint should 
have a comfortably padded ring, covered with wash leather, 
and the uprights should be 1% inches longer than the leg, 
so that no weight can be borne on the foot. If there is any 
tendency to pain or sensitiveness in the hip joint, with spon- 
taneous muscle spasm, a traction device, such as the Boston 
windlass or a pair of wire loops, should be provided at the 
foot of the splint, so that adhesive plaster traction may be 
utilized. The splint will have to be worn for perhaps a year, 
so it is well to have the uprights adjustable for extra length. 
A sole and heel 2 inches high should be applied to the shoe 
of the opposite foot, and the child can then be allowed to walk 
freely. The splint must be worn at night as well as in the 
daytime. Complete rest in bed, with a Buck’s extension on 
the affected leg, has been highly recommended by Danforth 
and others but is hardly advisable in the average case. 

X-ray examinations should be made every two or three 
months, to ascertain the rate of progress. 

Calcium and phosphorus in some form and cod liver oil or 
one of the ergosterol or viosterol combinations should be admin- 
istered with intelligence. Actual or artificial sunlight is to be 
recommended, together with the application of local heat. 

The objectives to be sought, therefore, are to prevent deform- 
ing pressure on the softened head of the femur and to assist 
the recalcification and hardening of the bony structures. 

In a child of 3 it would not be wise to consider drilling holes 
into the neck and head of the femur by way of the trochanter. 
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QUERIES AND 


HISTAMINE TEST OF CAPILLARY CIRCULATION 
To the Editor:—Is the skin test for deficiency of arterial circulation of 
1: 1,000 solution of histamine acid phosphate in physiologic solution of 
sodium chloride accurate and efficient? Is it reliable in every case? 
This is advocated by Géza de Takats in the Archives of Surgery 18: 671 
[{Feb.] 1929), wherein he cites Thomas Lewis’s The Blood Vessels of the 
Human Skin and Their Responses, London, Shaw and Sons, 1927. 
M.D., Iowa. 


Answer.—The accuracy and efficiency of any biologic test 
procedure are dependent on the intelligence of the interpretation. 
The histamine flare test is physiologically sound and clinically 
useful in studying the capillary circulation, but to say that this 
or any other test is “reliable in every case” is unjustified. With 
the infinite variability of biologic constitution and response, 
errors due to misinterpretation can, do and will occur. The 
well known dictum that laboratory and other tests must not be 
blindly accepted in the face of contrary direct clinical evidence 
is still most true. Be 

Lewis showed that a “triple response” occurs on the injec- 
tion of minute quantities of histamine into the skin. In about 
twenty seconds a small red spot develops immediately about 
the puncture. Shortly afterward a widening red flare appears 
and after one or two minutes a small wheal appears exactly 
covering the red spot. The local red spot (first response) is 
due to capillary and venvle dilatation and this occurs also in 
denervated skin. The secondary response of flare is due to 
arteriolar dilatation and local active hyperemia. The forma- 
tion of the edematous wheal is dependent on locally increased 
blood flow and injury to the capillary endothelium, so that it 
becomes permeable to blood plasma. In view of the minute 
size of the vessels involved in this sharply localized reaction, 
one must interpret the character of the response as indicative 
of the condition of the capillaries, venules and precapillary 
arterioles only. It is not justified to consider these reactions 
as involving the larger arterial branches. Thus the test is by 
no means ideal for determining the rate or extent of blood 
flow in larger arteries, for response will occur even with only 
a poor arterial supply of blood. 


GLOSSODYNIA 

To the Editor:—I have a patient who complains of a sensitive tongue. 
He is a white man, aged 40, and is in good health otherwise. His 
tongue appears normal to inspection and his teeth and gums are in 
good condition; There are no sharp edges to irritate the tongue. The 
condition has been present for four years. He has remissions and 
exacerbations of the disease. He states that the tongue feels scalded 
as if from drinking something too hot. Hot foods and highly seasoned 
foods make the pain worse. Smoking seems to make the condition worse 
and he has omitted tobacco fer months at a time but still has the trouble. 
The pain is located on the tip and sides of the tongue. His nose and 
throat are normal. Gastric analysis gives normal results. He does not 
have indigestion. There is no cardiorespiratory disease. There are no 
allergic symptoms. The Wassermann reaction is negative. The red 
and white blood cell count is normal. I have diagnosed this as chronic 
superficial glossitis. Do you think this diagnosis is correct? If so, 
what is the treatment of this condition? What can be expected from 
the treatment; that is, can he get a permanent cure? Kindly omit name 
and town, M.D., Louisiana. 


ANSWER.—The diagnosis should be glossodynia rather than 
glossitis, for the description mentions no sign of inflammation 
of the tongue. Glossodynia may be due to (1) ill fitting den- 
tures pressing on the anterior and posterior palatine foramina, 
(2) disturbance of the temporomaxillary joint by an abnormal 
bite, (3) sensitization to artificial dentures, (4) unclean fissures 
in a scrotal or lymphangiomatous tongue, (5) electric currents 
between metal dentures, (6) disease of the lingual tonsil, (7) 
avitaminosis, (8) pernicious anemia or (9) idiopathic glossodynia. 

Only causes 5 to 9 need be considered in this case. 

5. Lain in 1932 called attention to the presence in many 
mouths of small electric currents, which in some instances 
cause pain or even erosions of the mucous membranes. They 
can be stopped by replacing tooth fillings so that all will be 
of the same metal. (Lain, E. S.: Chemical and Electrolytic 
Lesions of the Mouth Caused by Artificial Dentures, Arch. 
Dermat. & Syph. 25:21 [Jan.] 1932; Electrogalvanic Lesions 
of the Oral Cavity by Metallic Dentures, THe JourNAL, March 
11, 1933, p. 717). 

6. Sluder in 1918 described the effects of disease of the lingual 
tonsil. Pain at or near the tip of the tongue is one of those 
effects. (Sluder, Greenfield: Some Clinical Observations on 
the Lingual Tonsil Concerning Goiter, Glossodynia and Focal 
Infection, Am. J. M. Sc. 156:248 [Aug.] 1918.) 

7. Avitaminosis, possibly related to pernicious anemia, is 
sometimes responsible for pain in the tongue. (Hutter, A. M.; 
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Middleton, W. S., and Steenbock, Harry: Vitamin B Deficiency 
and the Atrophic Tongue, THe JourNaL, Oct. 21, 1933, p. 1305.) 

8. Pernicious anemia often causes pain in the tongue even 
before the blood or stomach signs have appearz.l or there is 
any inflammation of the tongue. The case under discussion, if 
no other cause of the trouble has been found, should be watched 
with this possibility in mind. 

The pressure of tumors or an inflammatory neuritis may 
cause glossodynia in rare cases. Cancerphobia has something 
to do with some cases, though it is often a result of the pain 
rather than a cause oi it. Discovery of a cause amenable to 
treatment makes a good prognosis. 

9. There are cases, however, in which the cause remains 
hidden. For these palliation is the only possible line of treat- 
ment and this is usually unsatisfactory, for anesthesia destroys 
the sense of taste. It may be attempted by having the patient 
hold Dobell’s solution in the mouth for several minutes, or by 
the use of ethylaminobenzoate. 


HEART ATTACKS AND INDIGESTION 


To the Editor:—A married woman, aged 60, has had frequent attacks 
of “indigestion” for the past year or so, most of which occurred when 
she had gone to New York (a short train ride, relationship presumably 
associated with exertion). Attacks are characterized by epigastric distress, 
gas, and occasionally nausea. She has had no medical attention for many 
years because, “aside from this, she has been in unusually good health.”’ 
The present attack is similar to the others but much more severe. The 
duration, when first seen, was about four hours. Onset had been rapid but 
not sudden. The chief complaint was a severe, constant epigastric pain 
not referred to either side of the abdomen. Nausea was present and the 
patient had vomited three or four times. There were moderate gaseous 
eructations. The bowels were normal. There were no other complaints. 
The patient was obese and, when examined, in acute discomfort from 
pain. There was no dyspnea or cyanosis and no evidence of shock. 
Vomiting occasionally occurred. The heart was moderately enlarged to 
the left to percussion; the sounds were of poor quality. There was a 
generalized precordial systolic murmur. Frequent extrasystoles (often 
four or five in a row) occurred. The apex rate was 96. The radial 
pulse was 80 and of extremely poor quality. The blood pressure was 140 
systolic, 100 diastolic. The lungs were clear. The abdomen was not 
distended and was without spasm or masses. There was very slight 
generalized tenderness. No clubbing or edema of the extremities was 
present. She was given digitalis and the hydrochlorides of the alkaloids 
of opium, principally morphine. The following morning (twelve hours 
later) the patient felt slightly better. She had vomited several times 
during the night. The pain had shifted to the right lower quadrant, 
although a mild epigastric distress remained. The tongue was dry. The 
pulse was of excellent quality and regular, with a rate of 80. There 
was no pulse deficit, and only occasional extrasystoles occurred. The 
oral temperature was 99.6 F. The rate of respiration was 24. The blood 
pressure was 160 systolic, 84 diastolic. The patient had a total of 7% 
grains (0.5 Gm.) of digitalis. The heart sounds were much improved. 
The chest was clear, the murmur unchanged. The abdomen was soft, 
with slight tenderness at McBurney’s point. Pelvic and rectal exam- 
inations were negative. An electrocardiogram taken at this time showed 
iso-electric T; and low Tz and Ts with definite evidence of coronary 
sclerosis but not of any infarct. No irregularity was present. Seven 
hours later the pain in the right lower quadrant had subsided somewhat 
and the patient was considerably more comfortable. A low saline enema 
had given good results and some flatus. The rectal temperature was 
102.6 F. The abdomen was slightly distended. Peristalsis was overactive. 
Tenderness at McBurney’s point was marked. Pelvic and rectal exam- 
inations were still negative. The leukocyte count was 17,250, with 85 
per cent polymorphonuclears and a shift to the left. A diagnosis of 
acute appendicitis was made, and appendectomy was done under tribrom- 
ethanol-gas-oxygen anesthesia. The appendix was found bound down with 
old and recent adhesions in a fatty bed. The tip and the base were both 
gangrenous, the latter being the site of a fecalith, There was a small 
amount of free seropurulent exudate. The appendix was removed with- 
out rupture and the abdomen was drained. It is not probable that the 
heart condition is secondary to that of the appendix. What is the most 
likely cardiac diagnosis? What is the prognosis regarding future coronary 
thrombosis in the light of the present illness? M.D., New York. 


ANSWER.—With a woman of 60 with coronary disease it 
would seem as if attacks of indigestion which come particularly 
when she overexerts herself on trips to the city should be 
ascribed to cardiac embarrassment. The fact that before this 
illness she enjoyed good health tends to rule out cholecystitis 
and other common causes of indigestion. 

Care must be exercised in making a diagnosis from abnormal 
T waves when large doses of digitalis have recently been given. 
Another electrocardiogram should be studied later. An exact 
diagnosis with regard to the heart condition can hardly be 
made on the basis of the facts now available. It is doubtful 
whether the heart trouble is due to the appendicitis. If the 
patient has had a coronary thrombosis, the prognosis will depend 
largely on the amount of cardiac reserve which the patient has 
when she gets up and starts to walk again. If her rope is 
then short—in other words, if when she starts to walk she is 
soon halted by distress or precordial pain or dyspnea—the prog- 
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nosis will be poor. If, however, she finds after a good rest 
and complete recovery from the appendicitis that her cardiac 
reserve is large, it may well be that she will go on to live in 
fair comfort for years. 


TREATMENT OF DIABETES 
To the Editor:—A man, aged 65, weighing 171 pounds (78 Kg.) and 
5 feet 10 inches (178 cm.) in height, has had diabetes for fifteen or 
twenty years and his tolerance to insulin seems to be gradually increasing. 
His diet at present is carbohydrate 142 Gm., protein 86 Gm., fat 120 Gm., 
divided as follows: 


Carbo- : 

hydrate, Protein, Fat, 

Gm. Gm. Gm. 

ventas 6 5 3 < oes tere cokes 48 26 64 

oe Perey ae 39 13 18 

SIDE. s 6as!ss cc baeeeeckens 55 47 38 
Twenty minutes before breakfast he receives 75 units of insulin and 
twenty minutes before supper 40 units. He has taken this dosage for 
the past six months and never had an insulin reaction. Sugar is present 


almost constantly in the urine. The last fractional test showed from 7 to 
11 a. m. 4 plus, from 11 a. m. to 4 p. m. 1 plus, from 4 to 9 p. m. 2 
plus, and from 9 p. m. to 7 a. m. a trace. He has urinary frequency of 
moderate severity but no thirst. He complains of pains in the legs 
and shows slight impairment of tactile discrimination on the feet. The 
dorsalis pedis pulsations are good. Six months ago he was taking about 

units daily without satisfaction, so he entered a hospital for ten 


days and was never satisfactorily regulated, leaving the hospital with 
his present dosage. No infection is present. The urine usually shows 
1 trace of acetone. The blood sugar stays between 300 and 400. The 


patient is doing office work and feels fairly well except for the pains in 
his legs. Attempts to reduce his caloric intake six months ago made him 
feel weak. Please offer suggestions for treating this case. 

J. Campsett Kern, M.D., Sanderson, Texas. 


ANSWER.—If the persistent blood sugar values of 300-400 mg. 
per hundred cubic centimeters are morning fasting blood sugars, 
the fact that the patient’s 9 p. m. to 7 a. m. urine specimen 
shows only a trace of sugar means that he must have a steeply 
rising blood sugar at about 6 a. m. It is difficult to keep this 
type of patient completely sugar free on any dosage of ordinary 
insulin. The newly available protamine zinc insulin makes it 
possible to control this type of case much more adequately. 
Protamine insulin might be tried in approximately the same 
doses as the regular insulin now used but administered one 
hour before breakfast and supper respectively. Giving the total 
dosage of protamine insulin in one dose, in the morning, 1s not 
recommended for this type of patient. 

Because of the patient’s age, because of constant presence of 
a trace of acetone in the urine, and because the attempt at 
reducing his caloric intake made him feel weak, it might be 
well to increase the carbohydrate content of the diet; for 
instance, carbohydrate 187 Gm., protein 86 Gm., fat 100 Gm. 

If for any reason it is not desired to change the type of 
insulin used, the morning dose of regular insulin may be 
cautiously increased (about 5 units at a time) until fractional 
urine tests show that the urine is almost free from sugar 
throughout the day. During this time it may be necessary to 
reduce the evening dose of insulin somewhat, in order to avoid 
hypoglycemic reactions during the evening or early morning 
hours. Having obtained better control of the diabetes as shown 
by the urine tests, one can then obtain a more exact idea of 
the adequacy of the control by determining the blood sugar 
values not only in the morning before breakfast but also at 
appropriate intervals during the day. It would be better not to 
start this suggested change in insulin dosage until the effect 
of the change in diet has been observed. 


BILE SALTS FOR ARTHRITIS 


To the Editor :—What is the present status of bilirubin and bile salts 
intravenously in the treatment of infectious arthritis? M.D., Arizona. 


ANSWER.—Researches on the effect of injections of bilirubin 
and bile salts in cases of chronic infectious (atrophic) arthritis 
have been begun but recently. Only a preliminary report of 
them has been made (Science News Letter, June 19, 1937) and 
this form of “treatment” is still distinctly an investigative 
procedure. Bilirubin is still quite expensive, the method of 
preparation of the bilirubin-bile salt mixture is empirical, and 
the solutions, which must be prepared daily, are not stable. 
Hence it is not yet a procedure for general use. This method 
of “research therapy” was reported by Thompson and Wyatt 
of Tucson, Ariz., at the Atlantic City meeting of the American 
Rheumatism Association, June 7. Ten patients with chronic 
atrophic arthritis were given daily intravenous «injections of 
the bilirubin-bile salt mixture for about eight to twelve days. 
It was reported that artificial hyperbilirubinemia was accom- 
plished and that remissions in symptoms of the arthritis were 
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induced for variable periods. In some cases symptoms recurred 
after two or three weeks; in other cases they had not returned 
after five months. Hench observed that when patients developed 
a significant intercurrent jaundice (with a serum bilirubin 
more than approximately 8 to 10 mg. per hundred cubic 
centimeters) a prompt and dramatic remission in symptoms 
was induced. At the recent meeting Hench reported further 
observations on the phenomenon as it affected a second series 
of thirty-one patients with atrophic arthritis, fibrositis or sciatic 
pain. All the fibrositic patients and 63 per cent of the arthritic 
patients were relieved temporarily of all rheumatic symptoms. 
Thirty-seven per cent of the arthritic patients were markedly 
but incompletely relieved. The remissions lasted from three 
weeks to forty-five months; in general they lasted several 
weeks. The arthritic patients were relieved of symptoms for 
an average of about four months, the fibrositic patients for an 
average of about five months. In the majority of cases the 
rheumatic symptoms returned to their previous intensity, but 
in 39 per cent the symptoms returned (and remained) in milder 
form. The effect of jaundice is more quantitative than quali- 
tative, since several types were equally effective in precipitating 
the phenomenon: intrahepatic jaundice from cinchophen, spon- 
taneous intrahepatic jaundice of the catarrhal or epidemic 
“infectious” type, jaundice associated with hepatitis and cir- 
rhosis, obstructive jaundice from stones or a malignant con- 
dition. The phenomenon seemed to be relatively specific for 
atrophic arthritis and fibrositis. The pains of acute gouty 
arthritis, postherpetic neuralgia, ischemic neuritis, para-articular 
metastasis and arthralgia of a special type were unrelieved in 
the presence of jaundice. 

The therapeutic implications were obvious and Hench tried 
to repeat the phenomenon by the use of bile salts, bile feedings 
by stomach tube, transfusions of jaundiced blood and experi- 
mental jaundice from toluylenediamine. He concluded that 
chronic atrophic arthritis and primary fibrositis are not neces- 
sarily relentless, uncontrollable diseases. Nature apparently 
possesses a highly effective method of producing a dramatic 
remission; this phenomenon is precipitated more rapidly and 
completely by jaundice than by any other known physiologic 
change or therapeutic method. 

If the method of Thompson and Wyatt can be repeated 
successfully it will permit clinical investigators to study the 
phenomenon much more closely and perhaps help them to isolate 
the responsible agent and utilize it for the future treatment of 
chronic arthritis. 

Following are references to the work of Hench: 

Hench, P. S.: Analgesia Accompanying Hepatitis and Jaundice in 
Cases of Chronic Arthritis, Fibrositis and Sciatic Pain, Proc. Staff. 
Meet., Mayo Clin. 8: 430 (July 12) 1933. 

Analgesic Effect of Hepatitis and Jaundice in Chronic Arthritis, 

Fibrositis and Sciatic Pain, Ann. Int. Med. %: 1278 (April) 1934. 


A Clinic on Some Diseases of Joints: Studies I, II, III, and IV, 
M. Clin. North America 19: 551 (Sept.) 1935. 





CLIMATE IN PULMONARY TUBERCULOSIS 


To the Editor:—Would you kindly tell me whether the climate of 
Sante Fe, N. M., or Colorado Springs is considered better for a 
patient with an early pulmonary tuberculosis. 


W. E. Dexicate, M.D., Edwardsville, Ill. 


ANSWER.—There is considerable diversity of opinion regard- 
ing the value of climate and altitude in the treatment of pul- 
monary tuberculosis. If one were to accumulate pamphlets 
from chambers of commerce of twenty-five cities that enjoy 
reputations as health resorts, one would find in each pamphlet 
apparently convincing arguments as to just why that particular 
location is best for the tuberculous patient, and yet the climatic 
conditions would vary greatly and the altitude would range 
from approximately sea level to 7,000 feet or higher. After 
all, the treatment of pulmonary tuberculosis has been pretty 
well standardized by physicians; essentially the same methods 
are practiced in all parts of this country and other nations. 

The most important step in the treatment of any patient with 
tuberculosis is to make sure that he is under the care of a well 
qualified physician who will recommend and carry out the 
various therapeutic measures as they are indicated and will 
provide for adequate nursing care when necessary. Mainly 
because of the large number of tuberculous patients who have 
been migrating to the southwestern part of the United States 
during the past few decades there has been a demand for physi- 
cians highly trained and experienced in tuberculosis, with the 
result that there is now located in every city one or more first- 
class physicians in this field. This holds true of both Santa Fe 
and Colorado Springs. Therefore, either place would be satis- 
factory, provided the patient selects or is referred to a first- 
class physician and is pleased with his surroundings. The cli- 
matic condition should be looked on as a minor consideration. 
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VoLuME 109 
NuMBER 16 QUERIES AND 
SYSTEMIC REACTIONS TO QUININE 

To the Editor:—I wish to ask a question regarding certain symptoms 
that appeared after an injection of quinine. A woman, aged 36, in good 
general health, received three injections of quinine and urethane (5 
grains, or 0.3 Gm.) for varicose veins. The first two were followed by 
no reaction other than a mild generalized burning and tingling sensation. 
The third injection was followed by a more severe reaction: the general- 
ized burning and tingling were much worse and, in addition, there was 
a pronounced bitter ‘‘quinine taste” in the mouth. The injection was 
given at 8 p. m. and the bitter taste lasted the rest of the evening. 
Because this injection was into a large vein in the thigh, the patient was 
under the impression that more of the quinine “spilled over into the 
system” than was the case with the first two injections. The morning 
after the third injection the patient felt well. At 2 p. m., without warning, 
there was marked blurring of vision of the left eye (she tested each eye 
separately), tingling of the left side of the face in the region of the eye, 
and a dull ache in the left frontal region. She was alarmed and lay 
down; between 2:30 and 3 she fell alseep. At 5 o'clock, when she 
awoke, she was well and the symptoms did not return. At the age of 12 she 
was “confused” for a few hours after taking quinine for a cold, but 
throughout her subsequent life she habitually took 5 grains of quinine 
for a cold without abnormal effect. She is not sensitive to other drugs. 
Neither she nor any of her family has ever had migraine. Are symptoms 
like hers known to occur after quinine and urethane, and are they a 
contraindication to further treatment? Please omit name. 

M.D., Pennsylvania. 


Answer.—Untoward systemic reactions following the intra- 
venous injection of quinine may be grouped into immediate and 
delaved reactions.” They may be caused by sensitivity to the 
drue, which manifests itself in edema, cyanosis and bronchial 
spasm and may give an alarming picture unless promptly aborted 
by epinephrine. The late reaction is seen from six to ten days 
later as a generalized itchy eruption, malaise and fever, and 
it may last several weeks. The description of the correspondent, 
however, suggests a toxic reaction to quinine. It is known that 
certain patients respond to moderate doses of quinine with 
dizziness and with visual and aural disturbances. Their central 
nervous system is intolerant to the drug. Once such a reaction 
is obtained, it is unwise to proceed with the drug, as subsequent 
may have a cumulative effect. It must be remembered 
that approximately one out of every 200 patients will show 
some intolerance to quinine. Therefore it is advisable to start 
with small doses such as 1 cc. of a 10 per cent solution (0.1 Gm., 
or 1'4 grains). The initial dose of 5 grains seems high. 

One might conceive finally that the unilateral tingling, pain 
and blurring of vision occurred on a vascular basis, by embolism 
or vascular spasm of the cerebral vessels. Certainly with these 
antecedents the further use of quinine would not be advisable. 
One can switch to 10 per cent sodium morrhuate or 10 per cent 
potassium oleate, but even these drugs should be given in small 
initial doses and in not longer intervals than five days apart 
to minimize sensitization. 


doses 


TREATMENT OF SYPHILIS 


To the Editor:—In March 1934 I saw a white woman, aged 23, with 
some half dozen deep ulcerations about the face. There were also 
numerous white irregular scars from previous ulcers that had healed. 
The history revealed the presence of these for eighteen months. <A blood 
Wassermann reaction showed four plus. A diagnosis of syphilis with 
tubercular syphilid lesions of the face was made. The patient gave no 
history of syphilitic infection; however, the husband admitted a syphilitic 
infection of some six years’ standing. Under antisyphilitic treatment, 
both local and systemic, these lesions healed and the patient’s general 
condition improved. The patient had thirty-five doses of neoarsphenamine 
(from 0.6 to 0.75 Gm. each) and thirty-five doses of a bismuth compound 
during the following fifteen months, with rest periods interspersing the 
courses of each drug. There has been no treatment since the middle of 
1935. A Wassermann test at that time still showed a four plus reaction. 
The patient was symptom free. Will you tell me through your columns 
what treatment, if any, you would recommend for this patient? 

M.D., Iowa. 


Answer.—Unfortunately the correspondent does not give 
enough information to judge the condition of the patient accu- 
rately. Apparently there has been no change in the blood 
Wassermann reaction throughout the treatment. On the other 
hand, no statement is made whether the physical examination 
shows any evidence of central nervous system involvement. It 
is most essential that a lumbar puncture be done in a case of 
this sort, for that may go far to explain the persistently posi- 
tive Wassermann reaction. It is not uncommon for a patient 
who has had syphilis of some years’ duration to have a persis- 
tently positive Wassermann reaction. Also no mention is made 
of the possibility of involvement of the cardiovascular apparatus, 
which might explain a persistently positive Wassermann reac- 
tion. We would recommend that the patient be gone over care- 
fully from this point of view. If this is done and no evidence 
of involvement is found, one must simply look on the patient 
how as having recovered at least from her ulcerocrustaceous 
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syphiloderm. The cooperative group studies have shown with- 
out any question that far better results are achieved when 
alternating courses of arsenicals and bismuth compounds are 
given without any rest periods. 

Under the circumstances we would recommend that the 
patient be given, provided there is no cardiovascular or central 
nervous system involvement, a course of weekly injections of 
mapharsen, each 40 mg. and consisting of ten injections. This 
is to be followed by a course of weekly injections intramus- 
cularly of bismuth salicylate, each equivalent to 0.13 Gm. of 
metallic bismuth. Since the patient is now approaching the 
so-called late period of the disease, it might be perfectly safe 
after this further therapy to give her a rest period for two 
months and thereafter for two years to give her a course of 
ten intramuscular injections of a bismuth compound. Naturally 
such a patient should be kept under observation and gone over 
carefully every six months. 


SWELLING AND DISCOLORATION NOT SIGNS OF 
DEATH FROM FREEZING 

To the Editor :—Recently, in an adjoining county, the wife of a rancher 
left her home about dusk or shortly after dark and set out for an adjoin- 
ing ranch during a severe subzero storm. Making little headway against 
the cold in the direction of her destination, it appears that she retraced 
her steps and set out toward another destination so as not to have to face 
the storm. Two days later searchers found her frozen body in a ravine 
or other rough country, her legs exposed by her stockings being “‘cut to 
ribbons” by sagebrush through which she must have gone in the night. 
She was poorly clad in relation to the weather. Further, it is reported 
by those interested in her affairs that, when the body was thawed out to 
permit the undertaker’s embalming, the lips were extremely swelled and 
that the neck and face were much swelled and discolored; also that the 
undertaker could not embalm the head because of the ruptured condition 
of the vessels in this region. Thus the body was not given publicity at 
the funeral. The claim is made that there were many quarrels in the 
family and that on this occasion the woman left the house following such 
an altercation. At least, it is presumed that she was roughly handled 
and that the condition of the face and neck was due to injury inflicted in 
the affair by the husband. A legal investigation has been initiated, I am 
informed. The question that is troubling relatives and others is whether 
these conditions were natural in a frozen body or whether they had a 
traumatic origin, before the person was frozen, as other parts of the body 
did not show such conditions. Not having seen a body exposed to such 
severe cold, I could not give a positive opinion to my consultants. What 
would be the normal and the pathologic conditions? No claim was 
advanced that the woman encountered any severe traumatic injury after 
leaving her home, or that she was “lost” in the storm; but it is stated 
that she was subject to ‘“‘fits.” To say the least, the situation is con- 
troversial from any angle. Pay. P. Hatteckx, M.D., Broadus, Mont. 


ANSWER.—The question is whether extreme swelling of the 
lips, face and neck with discoloration could have been caused 
by freezing of the body. The answer is no. The process of 
freezing itself does not cause any swelling and discoloration of 
the soft parts. The swelling and discoloration as well as pos- 
sible rupture of the vessels in the neck must have been present 
before freezing took place. In cases like this it would be 
impossible to reach a satisfactory conclusion in regard to the 
nature of the swelling and discoloration without a thorough 
postmortem examination and determination of the condition of 
the bones and internal organs. 


EFFECTS OF PHOSPHATURIA 


To the Editor:—A man, aged 24, is apparently in perfect health except 
for a chronic phosphaturia with occasional dull pains at the end of the 
penis. He has had no venereal disease, and other than an appendectomy 
two years ago the history is negative. Please advise me as to the cause, 
significance and treatment for this trouble. 

Stantey M. Gates, M.D., Monticello, Ark. 


Answer.—Normally the kidneys secrete from 1 to 5 Gm. daily 
of phosphoric acid in the form of phosphates. The phosphates 
are in combination with the alkali bases (sodium, potassium, 
ammonium), or the alkaline earth metals (calcium, magnesium). 
At times the amount rises or the phosphates are precipitated 
by a change in reaction of the urine toward the alkaline. The 
calcium and magnesium phosphates are precipitated in alkaline 
urine. 

The phosphates in the urine are derived partly from the food, 
partly from the decomposition of organic substances containing 
phosphorus. They are increased in diabetes mellitus, bone dis- 
eases and pulmonary tuberculosis. They are especially abundant 
in the urine, because of precipitation, in chronic cystitis when 
an alkaline putrefaction takes place in the bladder. They are. 
increased by a milk diet and by alkaline mineral waters. Mus- 
cular activity increases the excretion of phosphorus. A high 
purine diet increases uric acid and phosphorus excretion. The 
phosphates are markedly increased in cystic bone disease owing 
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to hyperfunction of the parathyroids. - Vitamin D administration 
and ultraviolet rays increase the phosphate excretion. In rare 
cases there is a continued increase in the total amount of phos- 
phates in the urine in the absence of disease, called true 
phosphaturia. 

A diagnosis of phosphaturia is usually based on the presence 
in the urine of a dense deposit of phosphates. Analyses in 
many cases do not show an increased amount of phosphoric acid 
but merely a change in the reaction of the urine from acid to 
alkaline. The phosphates precipitating in the urine are often 
secondary formations, which give rise to symptoms of pain or 
burning in the urinary tract similar to those of oxaluria. 

The treatment should remove any infection present, lower 
the intake of calcium and render the urine acid with acid sodium 
phosphate or ammonium chloride. The fluid intake should be 
increased. A balanced diet will often rectify the trouble in a 
short time. 


DIAGNOSIS OF SYPHILIS 


To the Editor :—A man, aged 62, weighing over 200 pounds (90 Kg.), 
has led a strenuous business life for the past twenty-five or thirty years. 
In early manhood, following an acute disease, he had phlegmasia alba 
dolens. Since that time his leg has remained swollen but has not given 
him a great amount of trouble. About thirty years ago he had gonorrhea 
and following that some hypertrophy of the prostate. This condition has 
not affected his virility nor could it be called a pathologic condition at 
this time. During the past few years, on three widely separated occa- 
sions, he has had a blister-like sore on the penis, but it disappeared on 
the use of a mercury bichloride solution. However, when this sore 
appeared for the third time it was after a suspicious intercourse, and 
a darkfield examination was made and showed no spirochetes. However, 
regardless of this, and though it was too early for a Wassermann test 
to be of value, he insisted on taking neoarsphenamine. At his request 
he was given, every other day, three intravenous injections of 0.03, 0.04 
and 0.06 Gm. of neoarsphenamine. Within a day or two following this 
he had occasion to have his blood pressure taken, and the systolic reading 
was 250. The next day it was 180, and now it remains at 170. Several 
weeks prior to the intravenous medication his blood pressure was 170. 
Would this rather rapid giving of an arsenical result in a temporary 
increase of blood pressure? The diastolic reading is not known. There 
is apparently no kidney involvement. At no time has the, patient used 
alcohol to excess. Occasionally he takes one or two highballs at night 
but does not make a practice of overeating. As you see, the history of 
syphilis is rather vague, and in my opinion the penile sores could not 
He has also been a rather heavy eater. 

STANLEY M. Gates, M.D., Monticello, Ark. 


have been syphilitic. 


ANswer.—One is never justified in starting treatment for 
syphilis without an absolute diagnosis. One negative darkfield 
does not exclude a diagnosis of syphilis. Repeated darkfield 
examinations should be made. If they are negative, the patient 
should be followed with weekly Wassermann tests until such a 
time when one could be positive one way or another as to 
whether the patient has syphilis. Sometimes with patients like 
this it is possible to make examination of the lymph node juices 
by puncture with a needle and do a darkfield examination on 
these fluids. Consequently one is not justified in giving neo- 
arsphenamine. Moreover, a man 62 years of age, weighing 
more than 200 pounds, would not be a good subject for neo- 
arsphenamine every other day. It is not surprising that his 
blood pressure went up to 250. 

It is recommended that no more neoarsphenamine be used 
on this patient, but that a Wassermann test be made once a 
month for the next year. If all of them remain negative, the 
chances are that he never did have a syphilitic infection. 


CRUDE PETROLEUM FOR ABRASIONS 
To the Editor:—What benefits may arise from the use of crude 
petroleum as a dressing for cuts, particularly cuts and scratches on domes- 
Has it any antibacterial effect and will it aid healing? 
M.D., Iowa. 


tic animals? 
Also has it any antiparasitic effect? 


ANSWER.—Crude petroleum varies in composition, depending 
on its source. Some areas, for instance, yield a product with 
a much higher content of sulfur than others. There is like- 
wise a considerable variation in their content of various toxic 
materials. All samples have more or less toxicity. It is there- 
fore inadvisable to employ crude petroleum to any considerable 
extent as an application for wounds. Furthermore, there have 
been no responsible reports describing any particular benefits 
from it for this purpose, nor are there reliable studies showing 
any virtues for crude petroleum as a bacteriostatic. On the 
contrary, what meager evidence there is seems to show that 
bacteria are not harmed by it. Crude petroleum has been used 
to some extent as a parasiticide. When infestations occur on 
man or animals, however, it would seem better to use agents 
of a more uniform composition, less toxic action, and more 
certain parasitocidal effect. 


QUERIES AND MINOR NOTES 
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POSSIBLE HARM TO X-RAY OPERATOR DURING 
FLUOROSCOPY 

To the Editor :—I use the fluoroscope frequently. For protection I use 
a medium weight apron and gloves but no head protection. Often after 
fluoroscopy my face feels burned, and the nose and throat feel dry and 
irritated. At times also the skin of my body and legs feels irritated. [I 
also may feel tired and develop intestinal disorders. Would you advise 
wearing the heaviest obtainable apron and gloves? Would you advise a 
head protection? Could the rays affect the thyroid gland and be 
responsible for an increase in weight? M.D., New Jersey. 


Answer.—From the description it seems that the protective 
measures used are safe. Most of the manifestations described 
are probably not attributable to x-ray exposure, but it is better 
to be cautious than sorry, for the x-rays are subtle. It is 
advisable to keep the kilovoltage below 85, not use more than 
3 milliamperes, keep the aperture of the diaphragm as narrow 
as possible, test the protective glass of the fluoroscopic screen, 
and not do fluoroscopy over prolonged and continuous periods. 
Incidentally, vertical fluoroscopy gives some protection because 
of the interposed patient. Probably a head protector is not 
needed. Also it is improbable that the increase in weight is 
due to x-ray exposure. 


POSITIVE WASSERMANN’ TEST IN 
UNRESOLVED PNEUMONIA 

To the Editor:—In the past year I have observed in our ward service 
a clinical syndrome commonly known as “unresolved pneumonia” (x-ray 
diagnosis) with positive syphilitic serologic reaction. Does unresolved 
pneumonia produce a false serologic picture, or does a weakly positive 
blood predispose to failure in pneumonic resolution? These patients show 
no clinical evidence of syphilis. J. F. Loeste, M.D., Lebanon, Pa. 


ANSWER.—A positive Wassermann or Kahn reaction is some- 
times observed during pneumococcic consolidation especially 
during the febrile period in patients who are not syphilitic. A 
failure of pneumonia to resolve does not depend on the presence 
of previous syphilitic infection. A weakly positive blood, under 
the circumstances narrated, is not evidence that the failure to 
resolve is due to a previous latent syphilis. Alleged failure to 
resolve is often due to a preexisting tuberculosis, to a neoplasm 
or to preexistant bronchiectasis. 


TREATMENT OF ALCOHOLIC HANGOVER 

To the Editor:—What is your opinion on the treatment of post- 
alcoholic “hangover.” I have found nothing very effective in the treat- 
ment of the malaise and anorexia associated with the condition. My 
patients are farmers who go on occasional or periodic sprees for a few 
hours at night and have to work the next day. I realize that the best 
thing is the avoidance of excess; but that is a big order for the people 
: : : he ? Pee re 
in this section. Will you help me out? M.D., Mississippi. 


ANSWER.—The rational treatment for alcoholic hangover is 
suggested by the observations of Himwich and his associates 
(The Metabolism of Alcohol, THe Journat, March 4, 1933, 
p. 651). They showed that the ingestion of large amounts of 
alcohol causes retention of carbon dioxide and accumulation of 
lactic acid. The treatment, therefore, should be directed toward 
the acidosis. 


INTRADERMAL USE OF VACCINES 
To the Editor:—Is there any advantage in giving vaccines intradermally 
as opposed to subcutaneously? If given intradermally, should the same 
dosage or a smaller dosage be given? I have been told that vaccines 
given intradermally are more effective because the absorption is slower. 
Is this true? Frep S. Taser, M.D., New Brunswick, N. J. 


ANSWER.—It is better to give vaccines intradermally rather 
than subcutaneously for several reasons. Should an abscess 
develop, the subcutaneous injection will result in a much more 
extensive suppuration than would occur in an intracutaneous 
injection. A small dose given intradermally is believed to give 
as good results as a larger dose given subcutaneously, because 
the skin itself is credited with specific immunizing qualities 
that are lacking in subcutaneous tissue. As absorption is slower, 
there is less likelihood of a severe septic reaction after intra- 
dermal than after subcutaneous injections. 


ORCHITIS FROM UNDULANT FEVER 


To the Editor:—In Queries and Minor Notes in Tue Journat, July 
24, a question is asked by M.D., Georgia, as to the cause of acute 
orchitis. In reply brucellosis is not mentioned as a possible cause of 
orchitis, although it is a well proved fact. From my own experience 
would say it is a rare complication of brucellosis (two instances ™ 
more than 200 cases) but nevertheless it seems worthy of special mention 


Harotp J. Harris, M.D., Westport, N. Y- 
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Western “—'K University beg rs sateine Bias eee pr 
University of Wisconsin Medical School............. - - (1936 5 
Medical Examinations and Licensure . 
2 School SLED Grad. 
COMING EXAMINATIONS University of Illinois College of Medicine....... “ope see nih tt. 
ear eciprocity 
STATE AND TERRITORIAL BOARDS Schoo! ee, st aa Grad. with 
ALABAMA: Montgomery, June 28. Sec., Dr. J. N. Baker, 519 Dexter Tulane University of Louisiana School of Medicine. sae Louisiana 
Ave., Montgomery. Creighton University School of Medicine............. 1932) California 
ARKANSAS: Basic Science. Little Rock, Nov. 1. Sec., Mr. Louis E. University of Nebraska College of Medicine.......... (1933) Nebraska 
Gebauer, 701 Main St., Little Rock. Medical (Regular). Little Rock, Duke University School of Medicine............... - (1934) Virginia 
Dec. 21-22. Sec., Dr. L. Kosminsky, Texarkana. Medical (Eclectic). Wess Radecehment 
Little Rock, Dec. 21. Sec., Dr. Clarence H. Young, 1415 Main St., Little School LICENSED BY ENDORSEMENT Grad. , 
Rock. McGill University Faculty of Medicine.............. (1935) N. B. M. Ex. 


CALIFORNIA: Sacramento, Oct. 18-21. Seéc., Dr. Charles B. Pinkham, 
420 State Office Building, Sacramento. 

Connecticut: Medical (Regular). Hartford, Nov. 9-10. Endorse- 
ment. Hartford, Nov. 23. Sec., Dr. Thomas P. Murdock, 147 West 
Main St., Meriden. Medical (Homeopathic). Derby, Nov. 8-9. Sec., Dr. 
Joseph H. Evans, 1488 — St., New Haven. 

Rag ey Dover, July 12-14. Sec., Medical Council of Delaware, 

Joseph S. McDaniel, 229 S. State St., Dover. 

Ae OF CotumsiA: Basic Science. Washington, Dec. 27-28. 
Medical. Washington, Jan. 10-11. Sec., Dr. George C. Ruhland, 203 
District Bldg.. Washington. 

FLoRIDA: Jacksonville, Nov. 15-16. Sec., Dr. William M. Rowlett, 
Box 786, Tampa. 

Irt1no1s: Chicago, Oct. 19-21. Superintendent of Registration, Depart- 
ment of Registration and Education, Mr. Homer J. Byrd, Springfield. 

Iowa: Des Moines, Nov. 8-10. Dir., Division of Licensure and Regis- 
tration, Mr. H. W. Grefe, State Department of Health, State House, Des 
Moines. 

KANSAS: Topeka, Dec. 14-15. Sec., Board of Medical Registration 
and Examination, Dr. F. Hassig, 905 N. 7th St., Kansas City. 

KENTUCKY: Louisville, Dec. 7-9. Sec., State Board of Health, Dr. 
A. T. McCormack, 532 W. Main St., Louisville. 

MAINE: Portland, Nov. 9-10. Sec., Board of Registration of Medicine, 
Dr. Adam P. Leighton, 192 State St., Portland. 

MARYLAND: Medical (Regular). Baltimore, Dec. 14-17. Sec., Dr. 
John T, O’Mara, 1215 Cathedral St., Baltimore. Medical (Homeopathic). 
Baltimore, Dec. 14-15. Sec., Dr. John A. Evans, 612 W. 40th St., 
Baltimore. 

MASSACHUSETTS: Boston, Nov. 8-10. Sec., Board of Registration in 
Medicine, Dr. Stephen Rushmore, 413-F State House, Boston. » 

MINNESOTA: ye oy Oct. 19-21. Sec., Dr. Julian F. Du Bois, 
350 St. Peter St., St. Paul. 

MISSISSIPPI: Reciprocity. Jackson, Dec. Asst. Sec., State Board of 
Health, Dr. R. N. Whitfield, Jackson. 

Missourt; Kansas City, Oct. 20-22. State Health Commissioner, Dr. 
Harry F. Parker, State Capitol Bldg., Jefferson City. 

NEBRASKA: Lincoln, Nov. 15-16. Dir., Bureau of Examining Boards, 
Mrs. Clark Perkins, State House, Lincoln. 

Pr Nasa Carson City, Nov. 1-3. Sec., Dr. John E. Worden, Carson 
itv. 

New Jersey: Oct. 19-20. Sec., Dr. James J. McGuire, 28 W. State 
St., Trenton. 

NortH Carouina: Endorsement. Raleigh, Dec. 6. Sec., Dr. B. J. 
Lawrence, 503 Professional Bldg., Raleigh. 

Norta Dakota: Grand Forks, Jan. 4-7. Sec., Dr. G. M. Williamson, 
414 S. 3rd St., Grand Forks. 

Oulo: Columbus, Dec. Sec., State Medical Board, Dr. H. M. 
Platter, 21 W. Broad St., Columbus. 

OxLaHoMA: Basic Science. Oklahoma City, Dec. 1. Sec. of State, 
Hon, Frank C. Carter, State Capitol Bldg., Oklahoma City. Medical. 
Oklahoma City, Dec. 8. Sec., Dr. James D. Osborn, Jr., Frederick. 

OrEGON: Basic Science. Portland, Nov. 20. Sec., State Board of 
Higher Education, Mr. Charles D. Byrne, University of Oregon, Eugene. 

PENNSYLVANIA: Philadelphia, Jan. Sec., Board of Medical Education 
and Licensure, Dr. James A. Newpher, 400 Education Bldg., Harrisburg. 

Soutn Carouiina: Columbia, Nov. 9. Sec., Dr. A. Earle Boozer, 505 

Saluda Avenue, Columbia. 

Sourn Dakota: Pierre, Jan. 18-19. Director of Medical Licensure, 
Dr. B. A, Dyar, Pierre. 

Texas: Wichita Falls, Nov. 8-10. Sec., Dr. T. J. Crowe, 918-19-20 
Mercantile Bldg., Dallas. 

VERMONT: Burlington, Feb, 8. Sec., Board of Medical Registration, 
Dr. W. Scott Nay, Underhill. 

Vircinta: Richmond, Dec. 8-10. Sec., Dr. J. W. Preston, 28% 
Franklin Road, Roanoke. 

West VirGinta: Charleston, Nov. 8-10. Sec., Public Health Council, 
Dr. Arthur E, McClue, State Capitol, Charleston. 

Wisconsin: Basic Science. Milwaukee, Dec. 11. Sec., Prof. Robert 
N. Bauer, 3414 W. Wisconsin Ave., Milwaukee. Medical. Madison, 
Jan. 11-14, Sec., Dr. Henry J. Gramling, 2203 S. Layton Blvd., 
Milwaukee. 

Wyominc: Cheyenne, Oct. 18. Sec., Dr. G. M. Anderson, Capitol 
Bldg., Cheyenne, 

SPECIAL BOARDS 


Examinations of Special Boards were published in Tue Journat, 
October 9, page 122 


Arizona July Report 


Dr. J. H. Patterson, secretary, Board of Medical Examiners, 
reports the written examination held at Phoenix, July 6-7, 1937. 
The examination covered 10 subjects and included 100 questions. 
An average of 75 per cent was required to pass. Six candidates 
were examined, 5 of whom passed and one failed. Four physi- 
cians were licensed by reciprocity and one physician was 
licensed by endorsement. The following schools were repre- 
sented : 


Year Per 

School \ has at Grad. Cent 

University of Arkansas School of Medicine............ (1936) Hg 
College of Medical Evangelists..............2.eeeee0e (1936) 


Northwestern University Medical School............... (1936) $8.9 





Book Notices 


Maternal Care: The Principles of Antepartum, Intrapartum, and Post- 
partum Care for the Practitioner of Obstetrics. Approved by The American 
Committee on Maternal Welfare, Inc. Prepared by Dr. W. C. Danforth, 
Dr. G. W. Kosmak, Dr. R. L. DeNormandie, and Dr. F. L. Adair. Dr. 
F. L. Adair, editor. Cloth. Price, $1. Paper. Price, 25 cents. Pp. 93. 
Chicago: University of Chicago Press, 1937. 

This booklet should be studied most carefully by every prac- 
titioner of medicine who takes care of maternity cases, because 
it contains a wealth of useful information. It is safe to say 
that if a majority of the general practitioners in this country 
will acquaint themselves with the contents of this book there 
will be a marked improvement in antepartum, intrapartum and 
postpartum care with a consequent sudden and dramatic decrease 
in the maternal and fetal mortality and morbidity. The section 
on intrapartum care is particularly noteworthy for the general 
practitioner because it contains detailed instructions concerning 
the delivery of women in their own homes. Information is 
given not only for spontaneous deliveries but also for forceps 
operations, version and extraction, and breech delivery. The 
book is extremely well written and is delightful to read. The 
editor and his associates deserve the highest praise for their 
accomplishment. 


Traité de biocolloidologie. Tome IV: Etat colloidal et biologie. Fasci- 
cule Vi: Narcose. Par W. Kopaczewski. Paper. Price, 35 francs. Pp. 
763-924. Paris: Gauthier-Villars, 1936. 

This is the sixth (and completing) section of the fourth 
volume of Kopaczewski’s 2,500 page work on the biocolloids. 
Such a treatise promises small reward to any publisher coura- 
geous enough to undertake it, wherefore thanks to France. In 
essence, this work is (as it must be) a “review.” As such it 
recommends itself to any beginning worker too lazy to familiar- 
ize himself directly with first publications. But Kopaczewski’s 
treatise brings a second good feature: it is critical. Half of 
this fascicle (pp. 847-924) is devoted to author, subject, figure 
and table indexes (the last two interesting because unusual), 
the remaining half (pp. 763-845) to a discussion of narcosis. 
The first pages of the second half discuss history—the discovery 
of the narcotics, their widely differing chemical (they may be 
organic or inorganic) and physical character (faradization and 
cold), and the universality of the narcotic response (all cells 
may be thus poisoned). There are tables covering the sensitive- 
ness of different tissues to a given “anesthetic” and its relative 
concentrations in them; to the diffusion rates of the different 
narcotics and their final (equilibrium) concentrations. — Interest- 
ing notes are made of antagonisms and synergisms existing 
between “anesthetics” and other compounds (caffeine, camphor, 
epinephrine or the acids). Correlations are cited between 
narcosis and the chemical constitution of the narcotics, their 
diffusion rates, their fat solubility, their surface activity and 
their colloid effects. This introduces a discussion of the existent 
theories of the process. Kopaczewski sums them up under 
seven heads. Beginning (in 1902) with the asphyxial theory of 
Verworn (which the author says belongs to Winterstein) he 
passes to that of Overton and Meyer, according to whom 
narcotic effect is the product of the coefficient of partition 
between an aqueous and a lipoid phase. Traube’s surface ten- 
sion theory (attributed by Kopaczewski to Richardson, 1869) 
comes next, and fourth is recited Claude Bernard’s coagulation 
hypothesis of 1875. The fifth item is made of the unrecognized 
view of Dubois (1884) that narcosis parallels dehydration and 
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the conversion of hydrophilic cell colloids into hydrophobic. 
Of a sixth theory (that of Warburg and his change of oxida- 
tion rate when protoplasm is narcotized) the author does not 
think much. He thinks even less of the most modern, seventh 
hypothesis of a “modification of the permeability of the limit- 
ing cell membrane.” Pointing to the violent contradications 
that appear at the very beginnings of experiment (some authors 
hold that permeability is increased, others that it is decreased) 
he asks, sanely enough, “What is the mechanism of this perme- 
ability?” In similar fashion he pictures the inadequacies dis- 
covered and, therefore, the non sequiturs of any of the other 
hypotheses when looked at alone, emphasizing quite correctly 
however that there is nothing mutually exclusive in the several 
concepts of diffusion, adsorption, dehydration or flocculation of 
cellular content when viewed together. What he says in his 
criticism of the “permeability” theory covers in general his 
view of all the rest: “When we look the established facts well 
in the face we arrive at an impasse and these are all 
too numerous.” 


Taylor’s Practice of Medicine. By E. P. Poulton, M.A., D.M., F.R.C.P. 
With the assistance of C. P. Symonds, M.A., D.M., F.R.C.P., and others. 
Fifteenth edition. Cloth. Price, $8.50. Pp. 1,136, with 175 illustrations. 
Baltimore: William Wood & Company, 1936. 

The first edition of this book appeared in 1890. In the suc- 
ceeding forty-six years there have been fifteen editions, the 
next to the last one of which came out in 1930. The new 
edition makes its appearance considerably revised and rather 
extensively changed, although the general arrangement of the 
previous editions is followed. To enumerate all the new fea- 
tures that have been incorporated would require unnecessary 
space; suffice it to say that the book has been brought to date. 
Incidentally the section on diseases of the tropics has been 
almost entirely rewritten. The first section deals with the 
infectious diseases and is preceded by an introductory chapter 
or section which explains in goodly part the mechanism of 
production of disease and disease signs in infectious diseases. 
The first subdivision has to do with diseases due to the ultra- 
filtrable viruses of unknown origin; then come Rickettsia dis- 
eases, represented solely by trench fever, the bacterial infections, 
the mycoses and the disorders due to spirochetes. The suc- 
ceeding sections follow much the same order as most textbooks, 
starting with diseases of the organs of respiration, followed by 
diseases of the nose, throat and ear. This portion has been 
largely rewritten. Next come diseases of the organs of circu- 
lation, the organs of digestion, metabolism and internal secre- 
tions and so on until the reader reaches an extensive section, 
somewhat over 160 pages, on diseases of the skin. The last 
main division has to do with diseases of the tropics. 

It is always difficult for an editor or the author of a text- 
hook on medicine to know just where to place certain diseases. 
It seems odd to find almost all the rickettsial diseases listed 
under diseases of the tropics. Certainly Rocky Mountain 
spotted fever, as the name implies, would not by the broadest 
stretch of the imagination be called a tropical disease, nor 
does it seem logical to include amebic dysentery in the same 
category. Tularemia, a disease almost peculiar to the United 
States, is likewise considered a tropical disease, as is hydro- 
phobia, another example of unusual classification. It is an old 
custom to include diseases of the skin in a book on internal 
medicine. It would seem much more sensible to use the nearly 
200 pages devoted to dermatoses to a more complete and fuller 
discussion of pathologic physiology and treatment than is 
allowed in the present volume. 

For the most part the material is well presented and lucidly 
written. There are many variants in an English textbook as 
contrasted with one written in the United States. The section 
on diseases of the heart makes an excellent example. In the 
first place there are a considerable number of arteriographic 
and polygraphic illustrations, methods of studying heart dis- 
orders which have been almost totally discarded in this country 
now that the electrocardiogram has been popularized. The 
terms compensation and failure of compensation are employed 
repeatedly. The lesions of the heart which are essentially of 
pathologic interest are rather full but the etiologic diagnoses 
are not incorporated in the text. No note is made, for exam- 
ple, of syphilitic heart disease or arteriosclerotic heart disease 
as such. On the other hand, rheumatic fever in toto is placed 
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in this section despite the fact that the lesions of rheumatic 
fever are essentially the result of infection and that other sys- 
tems besides the cardiovascular may be involved in this disease. 
An extremely important condition, coronary occlusion, is dis- 
missed in one paragraph. Another peculiarity is that the 
various valve lesions are discussed individually and not in 
relationship to definite etiologic entities. The references to 
diseases of the organs of circulation, some seventy-three in 
number, are almost entirely English. There are four refer- 
ences to articles appearing in American journals, two of which 
are incompletely given. 

The section on diseases of the blood, spleen and lymphatic 
system is reasonably complete, but it would certainly seem 
desirable to explain the mechanism of production of pernicious 
anemia. The reader is compelled to draw on his imagination 
when he comes across the term “extrinsic” factor, the quota- 
tion marks appearing as such in the text. There is certainly 
no note in the preceding portion of the section to explain what 
is meant by factors, either extrinsic or intrinsic. The macro- 
cytic anemias, called megalocytic, are briefly described but no 
mention is made of that which occurs sometimes in advanced 
liver disease. It is doubtful whether pentnucleotide should be 
recommended for granulocytopenia. 

From the comparatively few examples of what would seem 
to be sharp criticism, the implication might be that the book 
is not all that it should be. It would seem that the differences 
in terminology, variations in the consideration of disease and 
variances in therapy between English and American standards 
and customs would make the book a little difficult for use by 
the average American practitioner or student. 


Der tuberkulése Primarkomplex im Rintgenbilde: Eine kritische Studie. 
Von J. P. Slooff, Kinderarzt am R. K. Krankenhaus “0. L. Vrouw, Moeder 
van Barmhartigheid,”’ Eindhoven. Nr. 63, Tuberkulose-Bibliothek, Bei- 
hefte zur Zeitschrift fiir Tuberkulose. Herausgegeben von Dr. Franz 
Redeker, Oberregierungs- u. Obermedizinalrat, Berlin, und Dr. Karl Diehl, 
Dirigierender Arzt, Sommerfeld. Paper. Price, 8 marks. Pp. 80, with 
61 illustrations. Leipzig: Johann Ambrosius Barth, 1937. 

This excellent monograph on the tuberculous primary com- 
plex in the roentgenogram points out, in the introduction, that 
the combat against tuberculosis in children begins with the 
prevention of infection and therefore must consider following 
the infected individuals. The greatest significance pertains 
to the early stage of the disease when the process is limited 
to the primary complex, which in most cases is situated in the 
lung. To determine these cases, a periodically repeated tuber- 
culin test and x-ray study are valuable. Physical examination 
of the lungs in these forms of tuberculosis possess little or no 
value. Roentgenology is viewed as the pathologic anatomy of 
the living. The studies reported are concerned with variations 
of the primary tuberculosis of the lungs (primary complex) in 
the x-ray examinations. The literature is reviewed from the 
point of view of (a) the anatomic literature and (b) the roent- 
genologic literature. In the anatomic review the Kiiss (1855) 
Parrot (1876) gland-lung combination is cited with Georges 
Kiiss, in 1899, almost presenting the advances of modern initial 
tuberculosis, which was verified by E. and H. Albrecht, with 
Ghon giving the distributional data and Tendeloo accentuating 
collateral inflammation. While Tendeloo, Puhl and Koch 
indicate the primary foci to be where movement energy is 
greatest, Engel localizes them where the bronchi are shortest. 
Satas does not view primary complex as the first infection but 
as the first pulmonary change occurring. Engel clarified the 
glandular topography of the chest. The roentgenologic phases 
centered on the chest shadows and “free lung fields,” which 
are veiled by the shadows of the ribs and soft parts. The 
marginal distinctness is influenced by the distance from the 
photographic plate. The air content of the pulmonary tissues 
also may cause deviations. Graff and Kiipferle, using the 
Aschoff and Nicol scheme, stated that the density of the 
shadow increascs with the density of the focus, but they were 
not particularly concerned with the primary complex. Ballin 
and Bigler found that small and even larger foci in vascular 
shadows might not be disclosed, while others found primary 
foci masked by shadows of the heart and liver, rib, hilus and 
interlobular pleuritis. Bigler found that encapsulated and even 
calcified primary foci cast a definite shadow if over 1 to 1.5 cm. 
No wonder Engel viewed the clinical appearance of the primary 
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complex to be that of bronchial gland tuberculosis. Redeker 
introduced the term “primary infiltration” to include the pri- 
mary focus and collateral inflammation. Engel’s correlation 
with the postmortem appearance was valuable. The author 
follows Engel’s nomenclature. The “butterfly” hilitis shadow 
is considered important in tuberculosis, as is the blurring of 
the heart shadow. The author’s technic and interpretation 
was based on twenty postmortem studies in cases of tuberculous 
meningitis: three of 1 year or younger, three of about 2 years, 
three of 3 years, one of 4 years, two of 5 years, two of 6 years, 
one of 7 years, three of 10 years, one a girl of 17 years, and 
a woman of 22. The roentgenogram before death was com- 
pared with the lungs after death. The technic used is detailed. 
The studies revealed twenty-five primary complexes of various 
extents. Twenty of these were found in the right and five in 
the left lung. In two cases two primary foci were found, in 
one case three and in another case two groups of three or four 
foci which must be considered primary. The macroscopic 
appearance post mortem was compared with the x-ray appear- 
ance just prior to death. The dorsoventral x-ray examination 
vith present day technic gives scant information on the extent 
of the variations present. This monograph should prove valu- 
able to physicians and roentgenologists interested in childhood 
tuberculosis and the primary complex as well as to those 
interested in the problem of tuberculosis as a whole. It is well 
written and suitably illustrated. 


Anestesia de base pela dialilmaloniluréa. (Estudo clinico e experimen- 
tal.) Pelo Ovidio Unti, assistente da Faculdade de farmacia e odonto- 
logia da Universidade de Sao Paulo. Tese inaugural apresentada 4 
Faculdade de medicina do Parand. Paper. Pp. 172, with illustrations. 
Sio Paulo, [n. d.]. 

This work, in Portuguese, deals with almalonylurea, a com- 
pound (diallylbarbituric acid, curral, diallylmalonylurea or dial) 
which is already used in general surgery. After experiments 
with animals, by using dial, the drug was tried as a preanes- 
thetic hypnotic, basal anesthetic and general anesthetic. Its 
action was compared with several other general anesthetics, 
especially barbituric compounds which have similar pharmaco- 
logic characteristics. Dial is classified among the narcotics of 
medium strength; it has an anesthetic effect of longer duration 
than sodium evipal or eunarcon, and of shorter duration than 
somnifen and pernocton. Dial may be administered intrave- 
nously by slowly injecting a solution of the drug into a vein 
in the arm, and it also may be administered intramuscularly 
or orally. The dosage varies according to the individual and 
whether or not the effect desired is a basal anesthesia or a 
preanesthetic hypnosis. As a basal anesthetic the dose is 1 cc. 
(0.1 Gm.) of a 10 per cent solution for each 10 Kg. of body 
weight. The patient may fall into a profound sleep at the end 
ot the injection but, as a-rule, it takes from two to thirty 
minutes to induce sleep. Therefore it is recommended that 
thirty minutes should elapse and then, if necessary, minimal 
amounts of an inhalation anesthetic should be added. The 
inhalation anesthetic may also be used during operation when 
the need arises. When intravenous injection is not possible, 
dial may be administered intramuscularly from forty to sixty 
minutes prior to operation. The anesthetic action is not as 
effective when the drug is administered by this route. The 
length of hypnosis is from a half to one and a half hours. As 
a preanesthetic hypnotic the dose is from one to one and one- 
half tablets or from 35 to 45 drops the evening before operation, 
and one hour before operation 0.5 cc. (0.5 Gm.) of a 10 per 
cent solution of dial for each 10 Kg. of body weight is given 
in tablet form, in drops or by injection. 

The author divides his work into three parts. The first 
part concerns general rules for anesthesia, especially for admin- 
istration of the barbiturates (evipan, eunarcon, soneryl, numal, 
amytal, somnifen, pernocton and others). There also is a short 
description of the synthesis of dial. The second part deals 
entirely with the author’s experimental work with laboratory 
animals (rats, dogs and guinea-pigs) by using hypnotic or toxic 
doses of dial. The action of the hypnotic on the acid-base 
balance, leukocytes, erythrocytes, smooth and skeletal muscles, 
circulation and respiration was verified. The liver and kidneys 
of the animals were submitted to anatomicopathologic examina- 
tions. From these studies the author draws the following con- 
clusions: When dial is administered in narcotic doses it has 
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no harmful effect on the organism of the animals studied, but 
toxic doses administered to animals produce a rapid and pro- 
found narcosis, accompanied by tonic and clonic convulsions, 
mydriasis and rapid death. Histopathologic studies of the liver 
and kidneys of the animals that received toxic doses showed 
degenerative changes. The narcotic dose has practically no 
harmful effect on the liver and kidneys, and these doses do not 
interfere with the respiratory rhythm. They produce general 
relaxation of all muscles. Toxic doses cause a diminution of 
the respiratory rate and sometimes produce respiratory arrest. 
In the third part of the study, the author describes the action 
of the anesthetic on the human being and gives the results of 
the necessary biochemical investigations. He reports the results 
in forty-five cases in which dial was used either as a preanes- 
thetic hypnotic, basal anesthetic or general anesthetic, and draws 
the following conclusions : 

Dial is efficient as a basal anesthetic and sometimes as a 
general anesthetic and, therefore, may be placed among the 
preanesthetic hypnotics and basal anesthetics. Dial induces 
anesthesia which lasts for an optimal length of time and which 
is sufficient for any surgical operation. The duration of anes- 
thesia varies from twenty minutes to one and a half hours at 
the most. The patient loses and gains consciousness without 
any disagreeable sensation, and in the postoperative period the 
patient rarely vomits. Agitation and restlessness, which occur 
so commonly when anesthesia is induced by other barbiturates, 
rarely occur when dial is used. If the technic of administration 
of the anesthetic and the dose of 1 cc. (0.1 Gm.) of a 10 per 
cent solution for each 10 Kg. of body weight is followed strictly, 
agitation and vomiting are avoided. Dial is an excellent addition 
to general or spinal anesthesia, when administered in a small 
dose, either orally or intramuscularly. It is an anesthetic that 
is easily administered, except by rectum. Although the anes- 
thetic produces perceptible muscular relaxation, the use of an 
inhalation anesthetic is recommended for a short time as an 
additional anesthetic to obtain complete muscular relaxation. 
The author observed no toxic effects, even in debilitated sub- 
jects. Variations in blood pressure were usually very slight; 
there was a moderate rise in the systolic and diastolic pressures ; 
therefore the drug attenuates the fall in blood pressure caused 
by operative maneuvers on the abdominal organs. There is no 
noticeable alteration of the pulse or respiration. Dial does not 
interfere with the acid-base balance, the blood sugar, the blood 
urea or the hemoglobin. The only cases in which dial is not 
recommended are those in which there is disease of the liver 
or kidneys. The author says that by continuing his studies he 
can prove that dial produces a more suitable anesthesia than 
that produced by inhalation anesthetics. 

The results presented are interesting to those who are con- 
cerned with the use of the barbiturates. 


Medical Urology. By Irvin S. Koll, B.S., M.D., F.A.C.S., Attending 
Urologist, Michael Reese Hospital, Chicago. Cloth. Price, $5. Pp. 431, 
with 98 illustrations. St. Louis: C. V. Mosby Company, 1937. 

The author’s purpose, as stated in the preface, is to present 
the subject in such a manner as to be of practical value to the 
general physician and an aid to the medical student. The 
subject is divided into five parts. The first is devoted to dis- 
eases of the urethra and genitalia, the second to venereal ulcera- 
tive lesions of the external genitalia and adnexa, the third to 
diseases of the kidneys and ureters, the fourth to diseases of 
the urinary bladder, and the fifth to sexual impotence and 
sterility. The usual conception of urology as a surgical specialty 
is disregarded and, in keeping with the title of the book, the 
discussion is devoted to diagnosis and treatment, the technic of 
operations being omitted. The chapters on gonorrhea and 
complications in both male and female are excellent. Deserving 
of special mention is the chapter on venereal ulcerative lesions, 
which includes chancroid, erosive and gangrenous balanitis, 
granuloma inguinale and.venereal lymphogranuloma. It is not 
a full text, as evidenced by the omission of tumors of the testes, 
kidneys and bladder. Malformation and anomalies receive 
scanty mention. The portion devoted to diseases of the kidneys 
and ureters and the bladder would for the most part be consid- 
ered orthodox urology. In the chapter dealing with instrumental 
treatment of infections of the kidney, the statement that “any 
medical man in one month can be trained sufficiently in the 
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technic of ureteral catheterization to treat this type of case 
satisfactorily” is deplored on the ground that unless an expert 
is available the treatment had better be dispensed with alto- 
gether. A chapter on nervous diseases deals with the functional 
and symptomatic and the organic diseases affecting urination. 
Syphilis of the bladder is given a short chapter, which will be 
of interest to the general physician as well as to the urologist. 
A final chapter on differential diagnosis will be of especial 
interest to students. On the whole the book is well illustrated, 
readable, concise and practical. 


Surgical Treatment: A Practical Treatise on the Therapy of Surgical 
Diseases. By James Peter Warbasse, M.D., F.A.C.S., Special Lecturer 
in the Long Island Medical College, and Calvin Mason Smyth, Jr., B.S., 
M.D., F.A.C.S., Assistant Professor of Surgery in the University of 
Pennsylvania. In three volumes, with separate index. Second edition. 
Cloth. Price, $35, per set. Pp. 906; 782; 798; 131, with 2,486 illustra- 
tions. Philadelphia & London: W. B. Saunders Company, 1937. 

Because the author makes no attempt -to discuss diagnosis 
or pathology, he succeeds in covering a much larger field than 
would seem possible. The aim is mainly toward the active 
practitioner. An effort is made to discuss the therapeutic 
questions that may confront the average surgeon. It cannot 
therefore be classified as a textbook. There is no bibliography 
and the style is in the personal narrative form. The author 
states that for each disease he describes at least one technic 
which any average surgeon is qualified to try. Surgical com- 
petence, however, is still a matter of individual variation and 
many of the operations described are not within the technical 
scope of most men. The longest sections are devoted to the 
more common surgical problems. For example, Colles’s frac- 
ture of the wrist is given comparatively thorough attention as 
far as treatment is concerned, while others, such as fractures 
of the carpal bones, are no doubt underemphasized. The treat- 
ment of appendicitis is set forth satisfactorily and, while only 
the classic McBurney incision is described in detail, other 


modes of therapy are suggested and the complications are well 
handled. The author’s suggestion of right rectus incision for 
the less experienced is good and is indicative of the tone in 


which the writing is done. 

The scope of this work is ambitious. It begins with general 
surgical principles and ends with a chapter on medical eco- 
nomics. The last, although not scientific, is interesting. The 
author’s position on cooperative medicine is well known. 

There are chapters on physical therapy, surgery of ailments 
and injuries of the new-born, gas poisoning and first aid. The 
section on anesthesia is fairly complete and there are numerous 
hints and suggestions as to methods of choosing local and 
general anesthetics. Surgery of the head and brain, gynecologic 
surgery and genito-urinary and pelvic surgery are included. 
Surgical treatment of diseases of the eye, ear, nose and throat 
is discussed under the section on the head and, while naturally 
incomplete because of obvious limitations, includes most of the 
conditions the general surgeon is called on to treat. Tonsil- 
lectomy is described in detail and in a practical manner, the 
method of enucleation being given first choice. There are 
descriptions of standard abdominal operations with the usual 
slight personal modifications in technics. A helpful adjunct is 
the inclusion of dietary regimens and schedules, so that the 
whole therapy of a peptic ulcer is given together. Preoperative 
and postoperative care is also well handled, including the 
administration of fluids and the use of nasal suction and other 
more recent devices. .An interesting point is raised with the 
suggestion that the internist devote more time to postoperative 
care, and that he be consulted earlier postoperatively and have 
joint charge of the patient. Wherever possible the author gives 
much medical and therapeutic advice which is not directly 
operative but which is part of the treatment in general. 

The illustrations are numerous, skilfully drawn and clear. 
Some of the photographs are of doubtful value and may be 
unnecessary. The arrangement of the subject matter is a bit 
difficult because of the absence of pathologic and diagnostic 
features, which are as necessary to classification as is anatomy, 
and this occasionally spoils the continuity. But this is no real 
drawback and serves at times to economize space. On the 
whole, this surgical treatise may be recommended to every 
general practitioner and to the average surgeon as a practical 
addition to the library. 








Les hyperglycémies: Etude clinique et physiopathologique. Par Henri 
Warembourg, médecin des hépitaux de Lille. Préface de MM. les Pro- 
fesseurs Loeper et Polonovski. Paper. Price, 65 francs. Pp. 584, with 
21 illustrations. Paris: .Masson & Cie, 1936. 

This comprehensive monograph, combining a keen and criti- 
cal review of the hyperglycemias with experimental work, 
deserves universal recognition. The author blends his scientific 
experience in the laboratory of biologic chemistry and the wards 
of the medical clinic in the charity hospital in Lille with a 
wide knowledge of the literature of hyperglycemia, of which 
the volume includes approximately 1,800 references. The latter 
is particularly valuable for American readers because, although 
the American literature is freely quoted, many articles that 
might escape attention in the foreign literature are mentioned. 
The volume consists of a preface by the heads of the depart- 
ment of biologic chemistry and of clinical medicine. The first 
portion of the book analyzes the subject of hyperglycemia from 
a general point of view and the results of the author’s researches 
on the constitution and significance of the total undetermined 
carbon of the blood plasma. In the second part the hyper- 
glycemias as produced physiologically and experimentally are 
discussed, with application to the glycoregulatory functions as 
seen in the clinic. In the third portion is a study of diabetic 
hyperglycemia, diagnostically, prognostically and from the point 
of view of treatment. The aid which the determination of the 
residual carbon of the plasma brings to a solution of these prob- 
lems is developed in detail. In the fourth part the pathologic 
hyperglycemia of nondiabetic origin is considered. This includes 
hyperglycemia in the diseases of the iiver, heart, lungs, endo- 
crine glands, digestive system and nervous system. Further- 
more, references are made to disturbances of carbohydrate 
metabolism in infections of the skin, cancer, postoperative dis- 
ease and obesity. The whole volume attempts to clarify this 
complex problem of hyperglycemia and to portray it in rela- 
tion to facts and bring practical conclusions for clinical work 
on the amount of glycemia and an appreciation of the measure 
of the intermediary derivatives of glucidic metabolism in the 
plasma as determined by the index chromique residuel. 


Report of the Seventh Australian Cancer Conference Held at Melbourne, 
4th-8th May, 1936. Commonwealth of Australia. Paper. Pp. 72, with 
9 illustrations. Canberra: L. F. Johnston, 1936, 

This report contains a general review of developments in 
cancer control in Australia during 1935 by Dr. M. J. Holmes, 
the review of the activities of the Commonwealth X-ray and 
Radium Laboratory and the physical services in the states for 
1935 by Dr. C. E. Eddy, the review of developments of cancer 
control in New Zealand during 1935 and a review of Australian 
cancer mortality statistics by Dr. Holmes, as well as the paper 
read by Dr. Eddy on Some Recent Develoments in Radio- 
logical Physics. 

From the general clinical point of view the cancer statistics 
presented by Dr. Holmes are most interesting. The mortality 
statistics demonstrate definitely that the mortality curve from 
cancer shows a steady tendency upward, although fluctuations 
do occur. This increase is in definite relation to the older age 
grouping of the population, as is also shown elsewhere. Most 
interesting, however, is the proportion which cancers of the 
different organs have in this increase of cancer mortality, 
which is not explained by the change of age distribution alone 
or by the improvement in diagnostic or therapeutic facilities. 
Cancer of the tongue shows a definite diminution of the mor- 
tality rate in men; whereas the death rate from cancer of the 
tongue was 3.9 per hundred thousand of mean population in 
1908, 1934 showed a death rate of 2.9. The death rate from 
cancer of the female genital organs, on the other hand, shows 
an increase from 15.3 in 1908 to 21.2 in 1934. The increase 
for the decade 1913 to 1923 was 1.6; for the decade from 1923 
to 1933 it was 4.6. In a similar manner, cancer of the female 
breast shows an increase from a death rate of 10.2 in 1908 to. 
20 in 1934. The rise in the mortality rate of cancer of the 
breast shows a 96 per cent increase in the past twenty-six’ 
years, as compared with a 38 per cent increase in the mortality 
rate of cancer of the female genital organs. 

Cancer of the rectum and anus shows a rise in the mortality 


rate. In men there is an increase of 170 per cent in the past 3 








( 
] 
] 
: 
V 






7 «6 s 7. 6 


= = 


Ss Oo OO YM OO we te 





VotumE 109 
NuMBER 16 


twenty-six years, in women of 39 per cent. In cancer of the 
digestive tract considered together (esophagus, stomach, intes- 
tine, rectum and anus) an increase of 120 per cent in men and 
of 87 per cent in women is noted between 1908 and 1934. In 
cancer of the skin the mortality rate in men rose steadily until 
1918, from 3.1 in 1908 to 5 in 1918. Since then the rate has 
been lower (3.4 in 1928 and 4.2 in 1934). 

These statistics show, therefore, in agreement with those by 
other authors, a definite difference in the change of incidence 
of the cancer mortality for cancers of different organs. These 
changes are not wholly explainable by an improvement in the 
conditions of diagnosis and treatment. Cancer of the female 
breast, for example, shows an increase in spite of the fact that 
certainly the chances for early surgery have improved. The 
mortality rate for cancer of the female genital organs has 
increased considerably in spite of improvement in the conditions 
of treatment today. On the other hand, in cancer of the tongue, 
for instance, a definite decrease is noted, although the condi- 
tions for treatment have not been much improved. 


Principles and Foibles of Cancer Research in Regard to Etiology and 
Nature. By William Rienhoff, Sr., M.D., F.A.C.S. Paper. Price, $2.50. 
Pp. 200. Baltimore: Waverly Press, Inc., 1936. 

The author discusses the different phases of cancer research 
from a rather philosophical watch tower. The details of the 
elaborate discussions are not suitable for review. The general 
scope is best indicated in the author’s own words: “For the 
most part the proposed explanatory theories are mere para- 
phrases of existing obvious conditions. Others are theoretical 
speculations, visionary hypotheses or rather guesses, unsup- 
ported by concrete facts. Imagination has been giveh free 
scope; regard to facts has given way to arbitrary autochthonous 
ideas, of which there has apparently been no dearth.” 


Radiumdosimetrie: Verfahren und bisherige Ergebnisse. Von Dr. Karl 
G. Zimmer, Assistent an der Strahlenabteilung des Cecilienhauses, Ber- 
lin-Charlottenburg. Mit einem Vorwort von Priv.-Doz. Dr. A. Pickhan, 


Direktor des Cecilienhauses. Fortschritte auf dem Gebiete der Réntgen- 
strahlen, Ergiinzungsband XLIX. Paper. Price, 6.50 marks. Pp. 40, 
with 33 illustrations. Leipzig: Georg Thieme, 1936. 


This booklet gives a convenient survey of the methods of 
radium dosimetry. Its title expresses at the same time the 
fact that the field is still in a developmental state and that 
this publication presents only the present situation without 
claiming final disposition of the problem. Radium dosimetry 
is discussed from two points of view; first, as what the author 
calls “relative” dosimetry dealing with the special distribution 
of radiation in the neighborhood of radium preparations and, 
second, “absolute” dosimetry. This is the investigation of the 
practicability of a unit of dosage and its realization. In the 
first part, on relative dosimetry, the ionometric method is 
discussed and the instruments described; the photographic bio- 
logic methods of radium dosimetry as well as the mathematical 
methods are also discussed. This chapter is concluded by a 
comparative investigation of these methods, in order to draw 
conclusions concerning the range of applicability of each. In 
the second part, on absolute dosimetry, the roentgen is accepted 
as the suitable unit for gamma ray dosage, and the problems 
related to these measurements are discussed. In an appended 
chapter on special problems of radium dosimetry the situation 
with regard to the radium bomb and the measurements for 
adequate protection are discussed. 


Hypnotic Power: Its Cultivation, Use, and Application to Psycho- 
therapy. By Colin Bennett. Cloth. Price, $1.50. Pp. 158. New York: 
E. P. Dutton & Co., Inc., 1937. 

This small book, from British sources, is apparently written 
by a layman for laymen. The author states frankly that the 
“book aims no higher than to be a psychotherapeutic ‘home 
doctor.’” For those who wish to learn the art of hypnotism, 
much information, based on actual experience, is here recorded. 
The author’s plea that the “ordinary person” be allowed to prac- 
tice hypnotism is not in accord with the best standards of medi- 
cine. There are many qualified physicians, at least in the larger 
medical centers, who use hypnotism as a form of treatment. 
The need for lay hypnotists is not so urgent as the author 
would have us believe. : 
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Workmen’s Compensation Acts: Agranulocytosis in 
Relation to a Fall.—The workman, about 51 years old, during 
the course of his employment reached up to remove a tag from 
a small “blister” car standing on a narrow gage railroad track 
30 inches wide, which track rested on a dirt fill about 12 inches 
high. Without any apparent outward cause, he slipped slowly 
to the ground, endeavoring to check his fall by holding on to 
the car, which was not in motion. He attempted to rise but 
was apparently unable to do so. So far as the evidence showed, 
the fall produced no contusion on his body. The workman was 
taken home, where he remained under treatment for about five 
months. On the occasions when he was out of bed he walked 
with great difficulty and with a spastic gait. His back gave 
him much pain, and his legs, as well as an area near the lower 
end of his spine, seemed numb. Prior to the time of the fall, 
he was usually able to walk without difficulty, although as early 
as 1926 he had symptoms of numbness and trembling of his 
feet and fingers, and on occasions pain over the distribution of 
the left sciatic nerve. He died October 6 from agranulocytosis, 
according to the physician who attended him. His widow 
instituted proceedings under the workmen’s compensation act 
of Texas and, from a refusal of the industrial accident board 
to grant compensation, appealed to a state court. Because of 
diversity of citizenship, the action was removed to the federal 
district court, which directed a verdict for the defendant, and 
the plaintiff appealed to the United States circuit court of 
appeals, fifth circuit. 

Previous to his fall in 1935, the workman had suffered from 
a long series of ailments. Prior to 1925 he had developed 
pulmonary tuberculosis for which he underwent treatment in a 
sanatorium. As early as 1925 he suffered from backaches and 
had a chronic sinusitis and quinsy. In 1926 he complained of 
vertigo and constant backache, and suffered with severe diges- 
tive disturbances, dysentery or other intestinal trouble. On 
two occasions in 1926 and in 1927, when under the stress of 
excitement or anger, he fainted. Excitement and anger seemed 
to cause a return of diarrhea, with which he was frequently 
affected. In December 1933 he was again suffering from diar- 
rhea, fever, vomiting and dizziness, and Aug. 13, 1934, he sus- 
tained an injury to his back, which developed into a typical 
lumbago, which incapacitated him for eleven weeks. During 
these various illnesses, beginning as early as 1925, the workman 
took a “prepared medicine, a coal tar product, the use of which 
if continued for a long length of time results in granulo-cystosis 
[agranulocytosis], a disease of the blood which destroys the 
white blood cells leaving the body without adequate defense 
against infection.” The testimony of the physician who attended 
the workman at the time of his death, and that of another physi- 
cian who had treated the workman intermittently for ten years, 
was to the effect that there was no causal connection between 
the fall and the death. 

The widow contended that her husband died from a com- 
pression myelitis of the spinal cord resulting from the physical 
violence of his fall and in support of this contention called 
attention to the workman’s spastic gait and paralysis and numb- 
ness of the lower extremities as being symptoms of a compres- 
sion myelitis. The undisputed testimony was that some form 
of external violence sufficient to injure the bone is necessary 
to produce a compression myelitis. There was no testimony, 
the court said, medical or lay, that the workman suffered from 
myelitis or that his fall was of sufficient violence to cause a 
compression myelitis. The widow’s assertion that her husband 
died from that disease rested on no foundation other than the 
presence of symptoms which are common both to myelitis and 
to agranulocytosis. A verdict for her on the theory that the 
workman died of myelitis would, the court said, be directly 
opposed to the unequivocal and uncontradicted testimony of the 
physician who attended the workman at his death, who said 
that death was due to agranulocytosis, and of the testimony of 
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both that physician and the other physician who attended the 
workman for ten years, that the fall had no causal connection 
with his death. When this uncontradicted testimony is viewed 
in connection with the workman’s extended medical history, the 
court concluded, and the uncontradicted evidence of his con- 
tinued use of a “prepared medicine which will ultimately cause 
granulo-cystosis [agranulocytosis],”’ and there being no sub- 
stantial evidence to support the widow’s theory of death from 
myelitis or that the fall was of sufficient violence to produce a 
myelitis, only one reasonable inference can be fairly and reason- 
ably drawn, and that is that the workman’s death resulted from 
disease unconnected with the fall. A contrary conclusion would 
be wholly conjectural. 

For the reasons stated, the judgment of the district court for 
the defendant was affirmed.—J/clearry v. Fidelity & Casualty 
Co. of New York, 87 F. (2d) 963. 


Insurance, Accident: Abscess of Brain in Relation to 
Overexertion.—The defendant insurance company promised to 
pay certain benefits if the insured died as a result of external, 
violent and accidental means. The insured, aged 40 years, was 
a strong, healthy, well nourished and robust person, accus- 
tomed to performing hard labor. On March 30, while attempt- 
ing to lift a 95 pound sack of cement into a wheelbarrow, he 
suddenly lost the use of his legs and fell to the ground. He 
was lifted into an automobile, and after receiving medical atten- 
tion at the office of a physician he was taken home and put 
to bed. At that time he was in a semiconscious condition, was 
pale, and was still unable to use his legs. That afternoon he 
was removed to a hospital. An examination made of his heart, 
lungs, eyes, ears, bladder, liver and nose disclosed no defects 
in any of them. His temperature and pulse readings were 
normal. Fifteen days later, on April 15, his temperature began 
to rise and his pulse rate increased. From a normal reading 
of 20/20 on April 5, the vision of both eyes was reduced to 
20/200 on April 18. He gradually grew worse, went into coma 
and died April 18. A postmortem examination disclosed an 
abscess of the brain, which admittedly was the cause of death. 
The insurance company refused to pay the benefits provided in 
the insurance policy, contending that there was no evidence 
that the death was caused through external, violent and acci- 
dental means. The plaintiff, as beneficiary, brought suit, and 
from a judgment against it in the trial court the company 
appealed to the appellate court of Illinois, fourth district. 

An expert witness for the beneficiary testified that the abscess 
of the brain from which the insured died began about April 
14 or 15, when the hospital records showed that the insured 
had a high temperature and his pulse rate was above normal, 
and his vision was greatly reduced. At the time the insured 
lifted the sack of cement, in the opinion of this witness, there 
was an alteration or impairment in the circulation of the blood 
supplied to the brain, caused either by a small hemorrhage or 
by the break or rupture of a blood vessel in the brain, and 
that this condition resulted in a thrombosis, which comprised 
the seat for an infection which later developed, causing the 
abscess in the brain. He testified that the lifting of the sack 
would or could have been sufficient to produce a hemorrhage 
or rupture of a blood vessel in the insured’s brain and that 
from the evidence contained in the hospital records the deceased 
had no other condition or infirmity which could be the cause 
of death. The appellate court adopted a definition of “acci- 
dental means” laid down by the Supreme Court ofsthe United 
States in United States Mutual Accident Association vy. Barry, 
131 U. S. 200, 9:S. Gt. 755, 28-tollows : 
that if a result is such as follows from ordinary means, voluntarily 
employed, in a not unusual or unexpected way, it cannot be called a 
result effected by accidental means; but that if, in the act which 
precedes the injury, something unforeseen, unexpected, unusual, occurs 
which produces the injury, then the injury has resulted through acci- 
dental means. 


In view of the foregoing definition, the appellate court thought 
that the jury committed no error in finding that the death of 
the insured resulted from external, violent and accidental means 
independent of all other causes. The evidence, continued the 
court, showed a complete chain of circumstances from the time 
the insured left his home on the morning of the accident until 
the hour of his death. There was no intervention of time 
unaccounted for, and the jury was warranted, in view of the 
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facts proved and in the absence of any testimony as to any 
other cause of his death, to infer that the disability he sys- 
tained in attempting to lift the sack of cement was the proxi- 
mate, sole and only cause of his death. 

The judgment for the beneficiary was therefore affirmed— 
Paoli v. Loyal Protective Ins. Co. (Ill.), 6 N. E. (2d) 909, 


Hospitals: Liability for Tuberculosis Contracted by 
Baby from Nurse.— The plaintiff's son was born at the 
defendant hospital, June 19, 1935, and during the next six days 
it was attended by nurses in the maternity ward. One of 
these nurses had a severe cold and a chronic cough which had 
been present for about six weeks. She was subject to severe 
coughing spells and some of the seizures took place while she 
was caring for the baby. The nurse did not use a mask, as 
was required by the rules of the hospital to be worn by nurses 
when attending babies, but did cover her mouth with her hand 
during a coughing spell. While her chronic cough and cold 
were well known to the other nurses and patients in the mater- 
nity ward, the nurse did not report her condition to the super- 
intendent of the hospital. On or about June 25, an x-ray 
examination of her chest failed to reveal positive evidence of 
pulmonary tuberculosis but tubercle bacilli were found to be 
present in her sputum and she was placed in a sanatorium. 
On June 30 the baby was taken home from the hospital. 
Within two weeks thereafter it became ill and was returned 
to the hospital. It died, August 22, from acute miliary tuber- 
culosis. The plaintiff, as special administrator of his son's 
estate, sued the hospital alleging that his son’s death had been 
caused by its negligence. The jury returned a verdict jor the 
plaintiff and when the trial court denied the hospital’s motion 
for a judgment notwithstanding the verdict, the hospital 
appealed to the Supreme Court of Minnesota. 

There was sufficient evidence in the opinion of the Supreme 
Court to sustain the jury’s finding that the disease from which 
the baby died was contracted from the nurse. While the 
superintendent of the hospital testified that she would have 
relieved the nurse from duty had she reported her condition, 
as the rules of the hospital required, yet it appeared that the 
superintendent visited the maternity ward at least once each 
day and the court could not conceive how the superintendent 
could have been ignorant of the nurse’s condition when it was 
known to the other nurses and to the patients. It was the 
superintendent’s duty to exercise due care to see that her nurses 
were free from communicable disease, and the jury was justi- 
fied in finding that she should have ascertained what was gen- 
erally known and should have taken the nurse off duty. Even 
if the nurse had only a common cold, ordinary prudence would 
have prevented the hospital from permitting her to attend the 
babies, as the infectious propensities and the often serious con- 
sequences of the common cold are well known. The court fur- 
ther held that it was not error for the trial court to permit 
the hospital chart to be introduced in evidence, citing Lund 
v. Olson, 182 Minn. 204, 234 N. W. 310, 75 A. L. R. 371. 

The Supreme Court, therefore, affirmed the order of the trial 
court denying the hospital’s motion for judgment notwithstand- 
ing the verdict for the plaintiff—Taaye v. St. Olaf Hospital 
(Minn.), 271 N. W. 109. 


Workmen’s Compensation Acts: Softening of Brain in 
Relation to Herniotomy.—In February 1929 Jenneman sus 
tained a hernia in the course of his employment with the defen- 
dant company. A herniotomy was performed but the hernia 
recurred in May 1930. On Dec. 1, 1930, a second herniotomy 
was performed by one of the company’s physicians. During 
his stay in the hospital for his second herniotomy, the employee 
contracted a cold, and pleurisy on his right side and phlebitis 
in his left leg developed. He also had headaches, elevated 
temperature, and on two occasions while walking about the 
room in the hospital his right side became numb, his right 
leg weakened, and he fell. He left the hospital Jan. 24, 1931. 
He returned™to work April 15, 1931, and continued to W 
for fifteen days. During this time he lost interest in his per 
sonal appearance and family, constantly suffered pain on ™ 
left side of his head, could not use his right hand and m 
walking dragged his right foot. Later he was able to spe 
only with difficulty and was unable to write. His condition 
became worse and he died May 14, 1932. His dependents, the 
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claimants, instituted proceedings under the workmen’s compen- 
sation act. The commission denied compensation but the lower 
court reversed the commission’s order and remanded the case. 
The defendants thereupon appealed to the Supreme Court of 
Missouri, Division No. 1. 

The medical testimony was in accord that the cause of the 
workman’s death was softening of the brain, that the softening 
of the brain was caused by a thrombosis in a branch of the 
middle cerebral artery, that the thrombosis was caused .by 
arteriosclerosis, and that the hernia did not directly cause death. 
The physicians called by the claimants testified that the last 
herniotomy caused the cold, pleurisy and phlebitis, that the 
pleurisy or phlebitis or both either caused or aggravated the 
arteriosclerosis, and that the arteriosclerosis in turn caused 
the thrombosis. On the other hand, the physicians called by 
the defendants testified that neither the hernia, cold, pleurisy 
nor phlebitis in any manner caused or aggravated the arterio- 
sclerosis. They were of the opinion that the pain, dizziness 
and suffering experienced by the deceased after the last opera- 
tion were due to “cerebral angiospasms.” 

The claimants challenged the testimony of a physician because 
he had submitted two reports of the autopsy, the first one 
failing to record the presence of arteriosclerosis in the region 
of the [middle] cerebral artery. But, said the Supreme Court, 
this physician testified that after submitting his first report he 
had continued the examination with the aid of a microscope 
which disclosed the arteriosclerosis. He further testified that 
he had submitted specimens to other physicians who made 
microscopic examinations, and all agreed that arteriosclerosis 
was present in the region in question. His submission of two 
reports on the autopsy was properly for the consideration of 
the commission in weighing his testimony. 

In the opinion of the Supreme Court, the ruling of the com- 
mission denying compensation was supported by substantial evi- 
dence. Accordingly, the judgment of the lower court was 
reversed and the case remanded with directions to affirm the 
order of the commission. —Jenneman et al. v. Consolidated 
Underwriters: Same v. Scullin Steel Co. (Mo.), 100 S. W. 
(2d) 458. 


War Risk Insurance: Incipient Pulmonary Tubercu- 
losis in Relation to Total and Permanent Disability.— 
A finding of total and permanent disability sufficient to mature 
a war risk insurance contract cannot be sustained, said the 
United States circuit court of appeals, eighth circuit, on proof 
showing merely that tuberculosis was present in an incipient 
stage. The disease in its early stages is not an incurable 
malady and in a large proportion of cases it may become 
arrested so that the patient may engage continuously in some 
substantially gainful occupation—United States v. Cameron, 
87 F. (2d) 61. 
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THE AMERICAN RHEUMATISM 
ASSOCIATION 


Fourth Annual Meeting and Sixth Conference on Rheumatic Diseases, 
held in Atlantic City, N. J., June 7, 1937 


Lorinc T. Swarm, M.D., Boston, Secretary 
(Continued from page 1230) 


Gold Salt Therapy in Chronic Arthritis 


Drs. R. GarFIELD SNYDER, FRANz J. Lust, Cornetrus H. 
TRAEGER and LEMoyne C. Ketty, New York: Various prepa- 
rations of gold have been used in arthritis, such as allochrysin, 
solganol, myoral, sanochrysin, myochrysin, lipaural, chrysalbin, 
lopion, aurocein and gold sodium thiosulfate. These salts con- 
tain varying concentrations of metallic gold, usually between 30 
and 50 per cent. There are organic and inorganic preparations, 
and many may be administered intravenously or intramuscularly. 
There is a wide range in the dose that may be employed. It 
is obvious from the high percentage of toxic reactions obtained 
in the past that the doses commonly employed were too large. 
There is no doubt that all gold salts are toxic, some more so 
than others, but susceptibility to this medication varies with 
the individual. Some European observers are of the opinion 
that doses large enough to produce reactions must be employed 
in order to get the best clinical results. Forestier advises 
starting with small doses of 10 mg., gradually increasing 
according to the tolerance of the patient, if the patient seems 
to be benefiting by this type of therapy. Some workers who 
use gold salts intramuscularly started with doses of from 200 to 
500 mg. However, most men use small doses when giving 
gold intravenously. 

The exact explanation of the beneficial results of gold therapy 
is not known. We do know that gold is excreted to a large 
extent by the kidneys during the first twenty-four hours. The 
rest is deposited in the mesenchymal tissues and stimulates the 
reticulo-endothelial system or, in other words, stimulates leuko- 
cytosis. In order to avoid cumulative effects, most writers 
advise that injections be given once a week for eight or ten 
weeks, in the same way that arsphenamine is given, followed 
by a rest period of from one to two months. It is at present 
generally agreed that not more than 1 to 2 Gm. should be given 
during each series in order to avoid cumulative toxic results. 

In the Arthritis Clinic of the Hospital for Ruptured and 
Crippled we undertook a survey of 100 cases. In order to 
determine the true value of this therapy, we selected cases 
that had proved resistant to all other forms of orthodox treat- 
ment. Any degree of improvement in this group would indicate 
that gold therapy had a definite beneficial effect. In an effort 
to guard against toxic reactions we eliminated any persons 
with a history of skin, liver, kidney or intestinal irritability. 
In addition to this precaution we eliminated all patients who 
gave a history of blood dyscrasia, which is the most serious 
complication. Each patient had a complete blood count, 
urinalysis and sedimentation rate before starting treatment and 
at frequent intervals during the course of treatment. At the 
first evidence of skin irritation, treatments were stopped. 
Usually the first symptom:is itching. A slight trace of albumin 
in the urine is not necessarily serious but should make one 
cautious, especially with regard to increasing subsequent dosage. 
In most of these cases we used gold sodium thiosulfate, 
administered intravenously in doses starting with from 5 to 
10 mg., with gradual increase up to the point of tolerance, our 
largest single dose being 125 mg. 

In our series we did not observe any spectacular results, 
but there seemed to be various degrees of improvement in 
about 45 per cent of the cases. We also observed some 
improvement in about 35 per cent of the patients with osteo- 
arthritis, contrary to Forestier’s experience. There were 
seventeen toxic reactions. In eleven of these the results were 
mild dermatologic eruptions, which persisted for from three 
days to a week. In one case the rash lasted two and a half 
months. Another patient was delirious for two days and had 
dyspnea as a result of edema of the glottis. This was finally 
relieved by tracheotomy. Both patients had only two injections 
of gold sodium thiosulfate given intravenously, the first of 10 mg. 
and the second of 20 mg. Both completely recovered from 
arthritis after these severe toxic reactions subsided. 
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The conclusions reached were that: 1. Gold sodium thio- 
sulfate can apparently be given intravenously in doses ranging 
from 10 to 125 mg. without serious danger in the great majority 
of cases, provided reasonable precautions are observed in the 
selection. To avoid toxic reactions the first two or three 
doses should never be above 10 mg. Since gold salts are 
toxic and the best results are usually obtained by large doses, 
it is obviously not at present a safe drug to put in the hands 
of the general practitioner. 2. Our results show various degrees 
of improvement in 45 per cent of the cases, but these particular 
cases had previously proved refractory to every other orthodox 
form of treatment. 3. Gold therapy deserves further careful 
consideration and study in the well organized clinics of this 
country in an effort to arrive at a true evaluation of its worth 
in various types of arthritis, especially those that have shown 
no response to other well known forms of treatment. An effort 
should also be made to find out which salt is the most efficient 
and the least toxic. 

DISCUSSION 

Dr. H. ArcurpaLp Nissen, Boston: The Cumulative Index 
Medicus from 1932 through 1936 lists 3,229 articles on arthritis, 
of which 976 dealt solely with treatment. On an average, 638 
articles a year have been published for the past five years, and 
195 (or 30 per cent) each year dealt with treatment. Of the 
976 papers published in five years on treatment, 245 discussed 
general treatment, not any specific form of therapy. Of these 
papers on special types of treatment, eighty were on gold 
therapy. Apparently the first publication on gold therapy 
appeared in this country in 1936, and to date I find that only 
four others on this subject have been published in this country. 
Dr. Snyder has organized and is carrying on a wonderful 
follow up of his group of patients, especially this group receiv- 
ing gold treatment. I asked Dr. Lust, who gives the injections, 
what he considered the outstanding results of the gold treat- 
ment, and he said primarily the reduction of pain, definite 
decrease in swelling, and an increase in the functional activity 
of the joint or joints involved. That was some months ago; 
he may have found out differently since then. He believed that 
the gold salt preparation assisted in the absorption of scar tissue 
formation. I am particularly anxious to hear what his yearly 
follow up on this same group of patients will show. At the end 
of a five year period, its actual value should be evident. 

Dr. M. Henry Dawson, New York: We are under a debt 
of obligation to Dr. Snyder and his associates for their judicial 
appraisal of this controversial subject. I should like to endorse 
Dr. Snyder's statement that gold salts are not a form of therapy 
to be used by the general practitioner. They should not be 
used by any one who has not had extensive experience. Their 
use is not unattended with danger. The second point concerns 
the therapeutic results. What we do not know sufficiently in 
rheumatoid arthritis is the natural course of the disease. The 
only follow-up series with which I am familiar is one of 140 
cases reported by Schneyer. At the end of fourteen years 56 
per cent of the patients were still able to earn their own living 
and 22 per cent were unimproved. That is the general experi- 
ence—about one fourth do well, about 50 per cent improve with 
good medical care, and about one fourth do badly. To state 
that 60 or 70 per cent improve on this or that therapy has 
little significance. Dr. Snyder’s results in osteo-arthritis were 
apparently the same as in rheumatoid arthritis. That is con- 
trary to the reports of Forestier. He states that gold therapy 
is not indicated in osteo-arthritis. Copeland states that gold 
salts can even be actually harmful in osteo-arthritis. In Europe 
and on the continent the use of gold salts is confined to rheu- 
matoid arthritis. It is difficult to explain the enthusiasm of 
the European workers. It may be, as Dr. Snyder says, that 
we are not giving the right dose. It will be interesting to 
hear a follow-up report after a number of years. 


Dr. K. K. SuHerwoop, Kirkland, Wash.: I have had a rather 
extensive experience with the use of gold salts in the last two 
years. I wish to emphasize one point with regard to toxicity. 
I have found that itching occurs prior to other serious com- 
plications. If the therapy is stopped at that time, no serious 
trouble results. I think the difference between Dr. Snyder’s 
results in hypertrophic arthritis and the results of the Euro- 
pean observers may lie in the type of case. I have found in 
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hypertrophic arthritis with neurologic symptoms a fair response 
to gold in control of pain. In the other types of arthritis the 
result was nil. In rheumatoid arthritis it does help to control 
the symptoms. Its use in the first two or three months of 
treatment is of value in giving the patient confidence and in 
gaining an initial response which enables one to continue fur- 
ther treatment. 

Dr. JAcguES Kroner, New York: One must be careful in 
estimating results. May I say as one who used this gold 
therapy for the last five years that I feel that injections of 
gold salts are a valuable form of therapy in rheumatoid arthritis, 
Many of the speakers emphasized the good results secured in 
Europe. I deem it important to avoid toxic effects in the skin, 
I have witnessed three cases of fatal toxicosis following the 
use of gold therapy. Since there is now an American product; 
gold sodium thiosulfate, this remedy in skilful doses and only 
for rheumatoid arthritis gives good results. I know of only 
one other remedy which is able to improve the sedimentation 
rate as well as gold does; namely, bee venom. I believe that 
when one has a case of rheumatoid arthritis which is intractable 
to other forms of treatment one should use gold salts in the form 
of gradually increasing doses and so avoid toxicity. A conditio 
sine qua non is a fairly good general condition, a perfectly 
intact renal function, and its regular examination during the 
administration of gold salts. 

Dr. R. GARFIELD SNYDER, New York: In evaluating the 
European results on gold therapy it must be remembered that 
spa treatment or other forms of physical therapy were used in 
conjunction with gold therapy. In our two years experience 
with gold therapy the sedimentation rate was not a reliable 
guide as to prognosis. In some cases sedimentation went down 
as the patient improved, but in others it remained at a more 
or less constant level. In some cases, however, it was actually 
increased. These results might be different over a five year 
period. Contrary to Forestier’s report, we found that some 
benefit was derived from the use of gold salts in cases of 
osteo-arthritis. This would seem to indicate that in addition 
to degenerative changes there may be also a low grade infec- 
tion present as a factor in the etiology of osteo-arthritis. 


Fatal Rheumatic Fever 


Drs. Epwarp F. Branp and T. Duckett Jones, Boston: 
Since 1921 (sixteen years) approximately 1,500 children and 
adolescents under the age of 21 years have received hospital 
care at the House of the Good Samaritan for rheumatic fever 
and chorea. The subsequent course and present status of this 
large group are known. We have presented in this report data 
relevant to the 306 patients who have died. A postmortem 
examination was performed in seventy-four instances (24 per 
cent). Rheumatic fever has been the outstanding cause of death 
and was directly responsible for the fatal issue in 250 instances 
(82 per cent). The course of events in this fatal group empha- 
sizes the importance of the early years after the onset of the 
disease. Furthermore, from the data presented it is evident 
that they constitute a critical period which determines in large 
measure the future course of the disease. The manifestations 
of severe rheumatic fever differ profoundly from the generally 
accepted clinical picture of the disease and are often confused 
with primary disease of the lungs (pneumonia), the kidneys 
(acute nephritis) or uncomplicated heart disease. 


The Transportation of Rheumatic Fever Patients . 
to a Subtropical Climate 


Drs. T. Duckett Jones and Paut D. Wurtz, Boston, and 
C. F. Rocue, Jean Jones Perpue and H. A. Ryan, Miami 
Beach, Fla.: Since 1930, twenty-six patients with rheumatie 
fever and rheumatic heart disease have been transported from 
the House of the Good Samaritan, Boston, to the St. Francis 
Hospital, Miami Beach, Fla. The patients have been seat 
South in groups of four and six each year (save for the wintet 
of 1935-1936)-and have remained south during the winter seasom 
(from six to eight months). Five children have had tw? 
winter seasons each in southern Florida. The hospital 
in the North and the South has been comparable. There Was 
a decided annual variation in the improvement from transport 
tation. Three patients died in Florida, two of continuous severe 
rheumatic fever and one of recurrent rheumatic fever 
seven months in Florida. In eleven the rheumatic fever became 
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quiescent, in nine the rheumatic fever showed definite improve- 
ment, five were unimproved and two were worse. Four chil- 
dren are at present in Florida; in one instance it is the second 
winter season there. Recurrences of rheumatic fever occurred 
in Florida following sore throats, colds, unexplained fever and 
without apparent precipitating events. Since returning to 
Boston, eight have remained well while twelve have had recur- 
rences of rheumatic fever. Three patients died within a year 
after returning to Boston, and one in the second year. Forty 
further patients with rheumatic fever and rheumatic heart dis- 
ease have been observed in southern Florida. The duration of 
their stay has been variable. Twenty-five had active rheumatic 
fever at the time they went south. In Florida (after variable 
periods), sixteen of these became quiescent, six were unim- 
proved, one was worse and two died. Recurrences were noted 
as in the House of the Good Samaritan group, and four of 
the recurrences followed severe sunburn (one fatal). Rheu- 
matic fever and rheumatic heart disease subjects, living in such 
a climate, seemed to be protected to some extent but not 
invariably. In both of these series the patients with mild rheu- 
matic heart disease or early mild rheumatic fever seemed to 
improve more strikingly, as would be expected. Caution is 
expressed with regard to the unquestionable value of trans- 
portation to a subtropical climate. Respiratory infections are 
frequently observed in southern Florida. Despite their fre- 
quency, hemolytic streptococcus infections are less common and 
less severe than in Boston, as shown by throat cultures and the 
development of hemolytic streptococcus immune bodies. 


DISCUSSION 


Dr. Witttam D. Stroup, Philadelphia: The study reported 
by Drs. Jones and Bland bears out the results of our study 
at the Children’s Heart Hospital in Philadelphia. Although 
in the last fifteen years we have had only about 700 cases, as 
compared to their 1,500, and have not been able to follow those 
cases as carefully as they have, we have a death rate of 50 
per cent, which is 7 per cent higher than their 43 per cent. 
There are several points in the first presentation, of Drs. Jones 
and Bland, which help us clinically. First of all, of the chil- 
dren who died the vast majority died as a result of an upper 
respiratory infection reactivating rheumatic fever and not as 
a result of physical effort. We are therefore able to reassure 
the parents of these children that, in the average case, normal 
physical effort will not damage the heart so long as there is 
no evidence of rheumatic activity. The fact they had only 
seven sudden deaths bears out this point. The patient who 
lives in danger of sudden death from coronary disease is cer- 
tainly in a different situation than the child with rheumatic 
heart damage and one must make sure both the patients and 
the parents realize this fact. In the second paper, Dr. Jones 
and his associates have suggested that Florida and southern 
California are the best places for these patients during the 
winter months. I think that even those who live in those 
states must admit that they have damp, windy, cold days. If 
such days occur after an upper respiratory infection, the 
eivironment for from twenty-four to seventy-two hours is not 
much different from a little farther north. In Philadelphia 
we have used intravenous therapy, and every week during the 
Winter months have given the children whole blood of adults 
of nonrheumatic families. This has proved ineffective. At 
Present we are interested with Dr. Stokes in giving these 
children intravenously two or three times a week from 50 to 
00 cc. of whole blood from nonrheumatic persons past 35 
years of age. I am not sure that they have been helped, 
although some seem to have benefited. If I had youngsters 
with rheumatic fever I should send them to New Mexico or 
Arizona. 

Dr. M. J. Suaptro, Minneapolis: We have had a similar 
*xperience with our rheumatic patients at the Lymanhurst Con- 
Valescent Home in Minneapolis. A number of our patients 
Ve died soon after the inception of the rheumatic infection 
and, in some instances, died with congestive failure. However, 
it has been our experience that congestive failure is not com- 
Pt a5 that when it does appear it is relatively mild in this 
‘ican rheumatic Patients who die young. These patients 
whl with congestive failure have a combination of a chronic 

Nular defect plus active carditis. Patients who have acute 
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carditis alone without valvular defect do not have congestive 
failure; they die rather because of toxemia. It is a question 
in my mind whether congestive failure due to chronic valvular 
defects of the heart should be included under the heading of 
“rheumatic fever.” The question as to whether or not a 
patient has a persistent carditis is not always an easy one to 
answer. During the past month I have had under observation 
at Lymanhurst a patient who brings out the difficulties in 
settling this question. This 15 year old boy was admitted to 
the ward about, three months ago; he gave a history of having 
sustained his first attack of rheumatic fever about seven months 
previously. When he was first admitted he had a high sedi- 
mentation rate, a low grade fever, a rapid pulse; in short, all 
the evidences of an active carditis. There was evidence of 
early mitral and aortic involvement. After three months of 
complete bed rest all clinical signs became normal; the patient 
began to gain weight and had a normal sedimentation rate, the 
heart rate was slower, and the murmurs remained the same. 
The patient’s condition was considered quiescent and he was 
gradually permitted to be up and about. He had been on a 
full time hospital schedule including some outdoor activity for 
about a month, during which time the sedimentation rate 
remained normal and all clinical signs indicated no active infec- 
tion in his heart. At this time, however, the boy developed 
the signs of acute appendicitis and was referred to the Min- 
neapolis General Hospital, where he was operated on and an 
acute gangrenous appendix removed. Unfortunately, the con- 
dition was complicated by a gas bacillus peritonitis, and the 
patient died in three days. On postmortem examination, there 
was found acute valvulitis involving the aortic mitral valves 
with no evidence of healing. In this instance all the clinical 
signs including the sedimentation rate did not give correct 
information with regard to the degree of activity in this 
patient’s heart. Dr. Jones’s contribution will assist in making 
possible a final decision as to the effectiveness of a change in 
climate for rheumatic children. Since this experiment began, 
I have had a number of instances in which rheumatic families 
in poor financial condition have denied themselves almost every 
necessity in order to be able to permit a child of theirs to live 
in Florida. As I considered the group of patients that Dr. Jones 
reported on, it seemed to me that they were much like the 
rheumatic group we have in our own convalescent home; I 
could not notice much difference between this group that had 
been transported to Florida and our own patients. In spite of 
the fact that Dr. Jones does not now have so favorable an 
opinion on the effectiveness of this type of treatment, I believe 
the experiment was fully justified, and I hope that it continues. 
The only way to prove this question is to transport at least 
a hundred rheumatic patients to some favorable subtropical 
climate and keep them there a minimum of five years. We 
have enough control patients in the North to be able to draw 
definite conclusions. ; 


Dr. ArTHUR DeGrarr, New York: Dr. Bland has shown 
clearly the course of rheumatic heart disease in children. It 
should be emphasized again that the course of the disease is 
different when acquired at an early age than when acquired 
in adult life. There seems to be a definite trend toward a 
much shorter and more fulminating course when rheumatic heart 
disease begins in early childhood. I was interested to learn 
that the incidence of subacute bacterial endocarditis was 6 per 
cent in Dr. Bland’s group. That is about the same as has 
been found in adults. Apparently the susceptibility to this 
complication is not affected by age. A rather important differ- 
ence between Dr. Bland’s group of children and our group of 
adults is the mode of termination. Only a small proportion 
of children died suddenly, whereas in about 10 per cent of our 
adult group death occurred from embolism, infarction or throm- 
bosis. The rarity of auricular fibrillation in children might 
in part but not entirely account for this, because 8 per cent 
of the adult group who did not have auricular fibrillation died 
suddenly, I should like to ask Dr. Jones whether he believes 
from his own experience so far that children kept under good 
environmental conditions, properly supervised, such as they are 
at the House of the Good Samaritan, do not do as well as 
children sent to Florida. 


Dr. Homer F. Swirt, New York: The society is fortunate 
in having these two papers presented today. In Dr. Stroud’s 
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discussion the statement was made that a 50 per cent mortality 
rate was about the same as that encountered by him in the 
convalescent home he is conducting. In the 1,500 patients 
treated in the House of the Good Samaritan there were 300 
deaths, which gives a rate of about 20 per cent; this seems 
surprisingly good and indicates a better prognosis than we are 
accustomed to give at the present time. Possibly these figures 
are weighted because of the inclusion of a large number of 
patients with chorea. Dr. Emmet Holt always held that rheu- 
matic children had a remarkable capacity for recovery, and this 
report supports such an opinion. The papers of Dr. Jones and 
his co-workers raise at least two important points: 1. Do these 
observations settle the question so often asked by parents “Shall 
we take or send our rheumatic child South or West or keep 
it at home?” We can, at least, answer that such a procedure 
is not a panacea and that the child may suffer relapses in the 
supposedly favorable environment. From a statistical stand- 
point a more satisfactory answer could be obtained from 
observing several larger groups having rheumatic fever and 
rheumatic heart disease of comparable types and intensity. One 
treated in Florida away from frequent contact with persons 
having upper respiratory infection, a condition frequent in 
Miami, another group in southern California, a third in Arizona 
or New Mexico, and possibly a fourth in the true tropics. 
Comparable studies are possible in rheumatic fever, just as 
they have been in tuberculosis and would probably lead to 
important therapeutic conclusions. 2. A theoretical question 
that is raised is that having to do with the etiology of rheu- 
matic fever. A number of patients had relapsed with little 
evidence of preceding hemolytic streptococcus infection, and 
the several instances of severe rheumatic relapse following sun- 
burn make it appear that trauma, both infectious and nonin- 
fectious, may play a role in inducing relapses; and it is possible 
that substances formed in traumatized tissues may have an 
important etiologic bearing. 

Dr. May G. Wirson, New York: It is well known that 
in the North the incidence of rheumatic fever is low in the 
summer season. I have found in a series of observations over 
a ten year period that the seasonal incidence of rheumatic fever 
in New York City ranges in summer between 1 and 4 per 
cent, as compared with an incidence of from 30 to 40 per cent 
in the spring and early winter months. The incidence of rheu- 
matic fever in Florida would not be expected to exceed that 
o! the summer incidence in the Northern states. Perhaps 
Dr. Jones can give some comparable data. If climatic condi- 
tions are of importance in the occurrence of rheumatic fever, 
one might expect that in subtropical regions the observed course 
and severity of the disease would differ from that seen in the 
North. The observations reported concerned children who were 
transported during rheumatic activity and are therefore diffi- 
cult to.evaluate. The clinical improvement noted would seem 
to be comparable to that observed in convalescent homes in 
New York City. The series of subjects who were in Florida 
for a period of years constituted an older group, in which 
the tendency to recurrences is usually less. It is rather sur- 
prising to find such a high incidence of recurrences among this 
older aged group. The course of the disease in the first three 
decades in twenty representative rheumatic subjects shows that 
after puberty the incidence of recurrences is low (being 33 per 
cent for a total series of 225 subjects). During childhood the 
majority (87 per cent) of the children had one or more recur- 
rences. Of importance are the varied number of years (from 
one to seven) of freedom from the recurrences in subjects living 
in the same environment throughout the period of observation. 
Before it can be said with any assurance that climate is an 
environmental factor of importance in this disease, it would 
seem advisable to transport children for successive years, at 
least until puberty. If it is found that the course of the dis- 
ease is modified thereby, change of climate would be advisable 
for rheumatic children. I should like to ask Dr. Jones whether 
he has any information as to the familial incidence of rheu- 
matic fever in Florida. Is it as high as it is in the North? 
In some recent studies I have come to the conclusion that 
hereditary susceptibility would seem to determine the familial 
incidence of rheumatic fever. If the familial incidence in sub- 
tropical climates is found to be low, it would indicate that 
climate is an important environmental factor in this disease. It 
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might then be advisable for rheumatic families to live in sub- 
tropical climates. It has taken a great many years to accumu- 
late data on the course of rheumatic heart disease in the North, 
I hope that Dr. Jones and his associates will be able to continue 
their important investigations for many years. 

Dr. W. Pavut Horsroox, Tucson, Ariz.: I should like to 
congratulate Dr. Jones and his associates on presenting the 
interesting subject of transportation of these rheumatic fever 
children to Florida. Just what criteria were used in deter- 
mining whether the case is quiescent? I have had a good deal 
of experience with this same problem in southern Arizona and 
my impression is that the incidence of recurrence is much lower 
than eleven reported recurrences out of twenty-six patients 
that were transported to Florida. Such a study as Dr. Wilson 
has suggested is under way with groups of rheumatic children 
coming to southern Arizona. At least fifty children have come 
under my observation in the last three years and there has 
been only one recurrence. Whether that proportion will hold 
through the entire series or not I do not know. 

Dr. E. Stertinc Nicnor, Miami, Fla.: Two years ago | 
presented a paper on this subject before this association. When 
Dr. Jones showed his first data I was inclined to feel that the 
variation from my own figures probably came about because 
his figures were on hospital patients and my patients were in 
small homes, not hospitalized. However, when he told of the 
additional group of patients under private management, I was 
at a loss to explain the discrepancy between recurrences in his 
group and the recurrences noted in my experience. I have been 
interested in this problem for eleven years and during that 
period have watched about thirty-six children with rheumatic 
disease who migrated to Florida. There have been only four 
definite recurrences in Miami in this group of patients, and 
three deaths. With some exceptions this group were from poor 
families. 

Dr. Epwarp F. BLanp, Boston: I appreciate Dr. Swift's 
calling attention to the lower mortality rate. Our mortality 
in a group of 1,000 children over a period of ten years is 24 
per cent. Dr. DeGraff called attention to the subacute bacterial 
endocarditis in a somewhat older group in which the incidence 
was roughly 6 per cent. In our younger group it was 6 per cent. 
So perhaps our impression that subacute bacterial endocarditis 
is relatively rare in the younger group is wrong. 

Dr. T. Duckett Jones, Boston: 7 should like to answer 
Dr. Wilson’s question. I think you will agree that in one 
family living in Florida there have been two instances of 
rheumatic fever. I do not know how to explain the difference 
between Dr. Nichols’ data and ours. Whether the fact that 
these patients went north has something to do with it, I 
cannot say. The statement that Dr. Shapiro made bears out 
the observations in the convalescent homes. The question 
Dr. DeGraff raised was whether I felt that the House of the 
Good Samaritan care was similar to that in Florida, and 
Dr. Swift’s question as to whether I felt that the prognosis 
was altered are extremely difficult questions. I am not moti- 
vated by a desire to advertise any section of the country. The 
problem is that of rheumatic fever and the effect of climate 
on it. I would say that there is an annual variation in the 
control group in Boston and the group in Florida. Transpot- 
tation to a subtropical climate may be logical from the point 
of view of study but not from active therapy. I do not believe 
that under the conditions of the experiment as carried out 
there is an extensive difference. I am not sure that the results 
would not be the same if the patients had remained in out 
section of the country. That is dodging the issue to some extent. 
I think that if I had a child of my own with rheumatic fever 
I would think a good deal before sending him away. I w 
not send him to a general hospital. I would send him to 4 
small place where there would be good medical service. 
do not think-it is worth the economic stress to send children 
away. We know rheumatic fever occurs in sections of the 
world only two degrees from the actual tropics. It is dis 
couraging. Further observations should be made on a group 
of patients living in this climate consistently and then compare 
the results with a more or less identical group in the 


tropical regions. 
(To be continued) 
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The Association library lends periodicals to Fellows of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Periodicals are available from 1927 
to date. Requests for issues of earlier date cannot be filled. Requests 
should be accompanied by stamps to cover postage (6 cents if one 
and 12 cents if two periodicals are requested). Periodicals published 
by the American Medical Association are not available for lending but 


may be supplied on purchase order. Reprints as a rule are the property 
of authors and can be obtained for permanent possession only from them. 
Titles marked with an asterisk (*) are abstracted below. 


Alabama Medical Association Journal, Montgomery 
7: 41-104 (Aug.) 1937 


Syphilis. E. W. Norris, Hot Springs, Ark.—p. 41. 

Cardiovascular Syphilis. S. Harris, Birmingham.—p. 46. 

Diagnosis of Early Syphilis: Darkfield Examinations by Capillary Tube 
Method. J. P. Robertson, Birmingham.—p. 51. 


Modern: Réle of Peroral Endoscopy. E. R. Nodine, Atmore.—p. 53. 


American J. Digest. Dis. & Nutrition, Fort Wayne, Ind. 
4: 355-412 (Aug.) 1937 


*Role of the Liver as the Commissariat of the Body. F. C. Mann, 
Rochester, Minn.—p. 355. 

Phenolphthalein as Dilution Indicator in Gastric Analysis, F. Hollander, 
A. Penner and M, Saltzman, New York.—p. 364. 

Effect Ephedrine on Secretion of Acid by Human Stomach. M. A. 


Rafferty, with assistance of E. J. Van Liere and C. K. Sleeth, Morgan- 

town, W. Va.—p. 366. 

*Vitamin C Nutrition in Pulmonary Tuberculosis. G. J. Martin and 
F. H. Heise, Trudeau, N. Y.—p. 368. 

Gastro-|ntestinal Symptoms from Cardiovascular Disease. H. Gauss, 
Denver.—p. 374. 

Fundamental Facts of Prophylaxis in Diabetes Mellitus. E. Lyon, 
Jerusalem, Palestine.—p. 380. 

Factors Influencing Muscular Activity of Normal Colon. P. B. Welch, 
Miami, Fla.—p. 382. . 

Human Autonomic Pharmacology: VIII. Effect of Iontophoresis on 
Gastric Juices, with Especial Reference to Acetyl-Beta-Methylcholine 
Chloride (Mecholyl). J. Loman, M. Rinkel and A. Myerson, Matta- 
pan, Mass.—p. 386. 

Electrocoagulation of Rectal Cancer. R. Pitanga Santos, Rio de Janeiro, 
Brazil.—p. 390. 

The Liver as the Commissariat of the Body—Mann 
believes that he has collected sufficient evidence to indicate 
the importance of the liver in the mechanism of maintaining 
a constant supply of utilizable food for the organism. Hepatic 
activity must be considered as a possibility in every phase of 
metabolism. Present knowledge of the subject is only a small 
percentage of what must be learned before all the intricate 
processes involved are fully understood. The liver can be con- 
sidered as a large storage and manufacturing plant, constantly 
teeming with activity. Through its vast sinusoids, which are in 
intimate relationship with the multitude of hepatic cellular units, 
are transported the various materials on which the tissues of the 
body must rely for their source of energy, growth and repair, 
and for the necessities for maintaining the processes of life. 
Some of these substances are susceptible of being used directly 
by the tissue cells, and the liver only stores them during periods 
of plethora. Other substances are more crude, and the liver 
transforms them into a utilizable form. The vital stream to and 
from the liver must persist, during dearth of material, bodily 
disease and hepatic impairment. Surely the liver can rightfully 
be called the provider of the body. 


Vitamin C Nutrition in Pulmonary Tuberculosis.— 
Martin and Heise endeavored to determine the value of cevitamic 
acid in pulmonary tuberculosis by studying 150 tuberculous 
Patients and fifteen normal nontuberculous individuals. The 
state of vitamin C nutrition was determined by collecting 
twenty-four hour samples of urine. All patients and controls 
Were on the regular sanatorium diet. The test dose of cevitamic 
acid was given intravenously in some instances and orally in 
— both normal and tuberculous individuals being tested. 
he extent and activity of the tuberculous process was simul- 
taneously determined by x-ray and sputum examination, sedi- 
mentation rates and, in some instances, tuberculin skin tests, 
pe adequately controlled evidence on the effect of cevitamic 

therapy on the course of pulmonary tuberculosis was 
The impression gained from the study is that it 
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does improve the prognosis, but no definite evidence for this 
impression was obtained. The study demonstrates the existence 
of a hypovitaminosis C in a large majority of tuberculous 
patients ; the degree of hypovitaminosis is shown to parallel the 
extent and activity of the tuberculous process. The demonstra- 
tion of the intestinal tract of the tuberculous patient as a factor 
in this subnutrition would indicate a loss in the specific absorp- 
tive powers of the normal intestine for cevitamic acid. The 
intestinal flora might play a part. The successful treatment of 
certain hemorrhagic diseases by cevitamic acid has led to the 
treatment of hemorrhage in tuberculosis with vitamin C. But 
attempts to stop hemorrhage in tuberculosis by the intravenous 
administration of cevitamic acid were not successful. Eight 
attempts gave no positive results. Judging from previous 
experience, the conclusion’ was reached that the period over 
which the pulmonary hemorrhage extended was in many cases 
shortened; however, a larger series would be necessary to 
establish this point. Involvement of the adrenals has long been 
suggested as a complicating factor in tuberculosis and it 
would seem that hypovitaminosis C plays an important part. 
Four cases of advanced pulmonary tuberculosis treated with 
adrenal cortex extract showed no response; but this does not 
rule out a possible effect, as cevitamic acid therapy was not 
instituted at the same time. Healing of the tuberculous process 
is a process of fibrosis. That vitamin C is required for the 
maintenance of all connective tissues is well known. There- 
fore the necessity of the maintenance of optimal vitamin C 
nutrition in tuberculosis is obvious. Cevitamic acid applica- 
tions have been used successfully to stimulate the formation 
of granulation tissue and hasten healing of surgical wounds. 
It would seem that in any disease accompanied by fever there 
is an increased demand for vitamin C; in tuberculosis it is 
doubly essential to promote fibrosis. 


American Journal of Surgery, New York 
37: 189-386 (Aug.) 1937 
Metycaine Spinal Anesthesia: Report of 1,381 Cases. P. D. Wood- 

bridge, Boston.—p. 191. 

Submucous Lipomas of Colon and Rectum. J. deJ. Pemberton, 
Rochester, Minn., and C. J. McCormack, Hartford, Conn.—p. 205. 
Review of Ulcer Surgery at the Presbyterian Hospital 1921 to March 

1935 Inclusive. R. C. Page and L. M. Rankin, Philadelphia.—p. 219. 
*Etiology of Appendicitis. F. G. Connell, Oshkosh, Wis.—p. 232. 

Procidentia: New Operation for Cure of Fourth Degree Prolapse. R. C. 

Chaffin, Los Angeles.—p. 239. 

Presacral Neurectomy in Treatment of Certain Pelvic, Bladder and 

Bowel Conditions. W. D. Abbott, Des Moines, Iowa.—p. 244. 

Injection Treatment of Hernia. P. T. Butler, Orlando, Fla.—p. 256. 

Id.: Critical Analysis of Failures, Recurrences and Complications. F. I. 
Harris and A. S. White, San Francisco.—p. 263. 

Extradural Hemorrhage. A. Verbrugghen, Chicago.—p. 275. 

Clinical Osteomyelitis of Long Bones. R. F. Atsatt, Santa Barbara, 

Calif—p. 291. 

Practical Individual Filing System. C. E. Gurney, Rochester, Minn.— 

p. 297. 

Etiology of Appendicitis——Connell believes that distinc- 
tion between appendicitis alone, and perforation and peritonitis, 
is important. Appendicitis is considered as a result of the 
sequence of obstruction, distention, circulatory stasis and infec- 
tion. Obstruction may be due to a foreign body (mucous plug, 
edema or neoplasm), stricture (stasis, angulation and deformity) 
and functional derangement (spasm). The effect of the first 
two factors in obstruction is quite obvious, but that of the last 
calls for elucidation. The striking difference in the ileocecal 
region from all other gastro-intestinal situations is that the 
parasympathetic distribution is double, which permits the pos- 
sibility of overinnervation or underinnervation. Sympathetic- 
parasympathetic imbalance is a possible cause of hypertonicity 
or hypotonicity at the ceco-appendical juncture. The existence 
of a true sphincter (Gerlach’s valve) at this point has been 
denied, but circular muscle and extrinsic and intrinsic nerve 
supply, the necessary ingredients, are present. It would seem 
entirely justifiable to assume that disturbance in autonomic 
nervous balance might cause spasm or hypertonicity of the 
neuromusculature at the appendicocecal juncture, which might 
help to answer the original question as to the why of the 
obstruction that caused a certain proportion of cases of appendi- 
citis. It. would seem probable that overparasympathetic or 
underparasympathetic innervation of the ileocecal region is due 
to variations in embryologic development. 
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Annals of Internal Medicine, Lancaster, Pa. 
11: 267-428 (Aug.) 1937 
*Ketonic and Nonketonic Estrogens. W. W. Westerfeld and E. A. Doisy, 
St. Louis.—p. 267. 
Treatment of Diabetes Mellitus with Insoluble Insulin Compounds: IT. 
Histone-Insulin. P. A. Gray, F. Bischoff and W. D. Sansum, Santa 
Barbara, Calif.—p. 274. 


Acacia Therapy in Nephrotic Edema. M. J. Lepore, Bronx, N. Y. 


—p, 285. 
*Recent Studies on Excretion of Male Sex Hormones in Man. F. C. 
Koch, Chicago.—p. 297. 


Myxedema: Presentation of Group of Cases Illustrating Phases of Dis- 
ease Which Are Receiving Attention in Recent Literature. A. Ravin, 
Denver.—p. 302. 

Infantile Cerebral Palsy: Its Treatment by Selective Inhibition of 
Sensory Stimuli. E. R. Carlson, New York.—p. 324. 

Thoughts on Hypertension. D. Riesman, Philadelphia.—p. 335. 

Relation of Emotional Strain to Illness. G. C. Robinson, Baltimore.— 
p. 345. 


Lipid and Cholesterol Content of Blood of Patients with Angina Pectoris 
and Arteriosclerosis. D. Davis, Beatrice Stern and G. Lesnick, Boston. 
—p. 354, 


Significance of Cardiac Enlargement Caused by Arteriovenous Fistula. 

W. B. Porter and J. P. Baker Jr., Richmond, Va.—p. 370. 

Congenital Adhesions of Gallbladder. L. R. Whitaker, Boston.—p. 379. 
Samuel Jones Gee and His Friends. H. Rolleston, Haslemere, Surrey, 

England.—p. 387. 

Ketonic and Nonketonic Estrogens.—Having worked 
out satisfactory methods for the quantitative separation of the 
ketonic from the nonketonic estrogen, Westerfeld and Doisy 
investigated the distribution of the two forms in ovaries and 
placenta and the transformations that oceur after the adminis- 
tration of pure theelin or dihydrotheelin. Sow ovaries, from 
which the follicular liquor and corpora lutea had been removed, 
were extracted with boiling ethyl alcohol. Purification was 
effected by methods commonly used in their laboratory. On 
fractionation between ketonic and nonketonic estrogens it was 
found that a small but definite quantity of ketonic estrogen is 
present. This observation was confirmed by treatment with 
semicarbazid, which destroyed the estrogenic property of the 
ketone. By means of the same methods, the study of cows’ 
ovaries gave no evidence of the existence of a ketonic form, 
thereby adding one more item to species differences observed 
in studies of the follicular hormone. The extract of ten human 
placentas was purified. On a per kilogram basis, the placenta 
contained about 800 rat units, of which approximately one 
fourth (200 rat units) was ketonic. Since theelin is the ketonic 
estrogen in human pregnancy urine, probably theelin occurs 
in the placenta. When dihydrotheelin is injected into a normal 
adult, a castrate or a castrate-hysterectomized monkey, from 
30 to 45 per cent of the excreted estrogenic activity is ketonic. 
When theelin is injected into a normal adult, a castrate or a 
castrate-hysterectomized monkey, from 30 to 50 per cent of the 
excreted estrogenic activity is nonketonic. The evidence indi- 
cates that in the monkey the reaction between theelin and 
dihydrotheelin is reversible and that the ovaries and uterus are 
not essential for this transformation. 

Excretion of Male Sex Hormones in Man.—Koch’s 
studies on normal men and women covered urine collections 
for from twenty-seven to forty-five consecutive days. The 
collections from men usually were pooled for three consecu- 
tive days. From the women two daily samples were received 
except during menstruation, when the excretions were pooled 
for the period. These urines were completely extracted; the 
androgenic and estrogenic active substances were separated 
from each other and assayed on capons and spayed rats respec- 
tively. In seven of the eight subjects the urine was hydrolyzed 
for two hours. In one male subject hydrolysis was limited 
to fifteen minutes; hence the greater yield of androgenic units 
in this individual. In both men and women marked daily fluc- 
tuations were observed in the urinary excretion of androgens 
and estrogens. The rates of excretion of the two activities 
bear no relation to each other. Only one of the normal men 
gave an indication of a cycle in the rate of excretion of andro- 
genic substances. Although the daily variations for a given 
individual and for the group of four men are marked, the daily 
individual averages are remarkably constant, ranging from 63 
to 68 international androgenic units. The averages for the 
estrogenic activity are also remarkably close, that is, from 9 
to 12 micrograms of theelin daily. In the normal women the 
rate of excretion of androgens is also variable and of a high 
order, but distinctly lower than in men. The averages are 
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again relatively constant. The daily excretion of estrogens 
also varies considerably in normal women but tends to be 
higher than in men. There is good evidence of the periodic 
rise and fall in the excretion of estrogens in relation to the 
menses. The excretion is lowest during menstruation. The 
daily averages range from 18 to 36 micrograms. In male cas- 
trates, exceedingly small amounts of sex hormones are found 
in the urine. In eunuchoids the excretions of sex hormones 
are distinctly lower than in normal individuals. In gyneco- 
mastia, no excess excretion of estrogens was observed. In 
virilism there is a tendency toward a lower excretion of estro- 
gens with a normal or higher excretion of androgens. In some 
cases of virilism with adrenal involvement, the excretion of 
androgens is exceedingly high. 


Archives of Neurology and Psychiatry, Chicago 
3S: 445-666 (Sept.) 1937 
Hypothalamic Regulation of Temperature in the Monkey. S. W. Ranson, 

C. Fisher and W. R. Ingram, Chicago.—p. 445. 

Anterolateral Chordotomy for Intractable Pain of Tabes Dorsalis. E. A, 

Kahn and B. F. Barney, Ann Arbor, Mich.—p. 467. 

The Psychopathology of Pick’s Disease. K. Goldstein and S. E. Katz, 

New York.—p. 473. 

Word Associations as Affected by Deficient Oxygen, Excess of Carbon 

Dioxide and Hyperpnea. FE. Gellhorn and S. H. Kraines, Chicago— 

p. 491. 

*Involutional Melancholia: Treatment with Theelin. P. G. Schube, M. ¢, 

McManamy, C. E. Trapp and G. F. Houser, Boston.—p. 505. 

Effect of Roentgenotherapy on Gliomas. I. M. Tarlov, New York— 

pe 513. 

*Poliomyelitis (Poliomyelopathia) Chronica: Report of Case, with Histo 

logic Study. A. T. Steegmann, Cleveland.—p. 537. 

Connections Between Striatum and Substantia Nigra in Human Brain, 

R. W. Rundles and J. W. Papez, Ithaca, N. Y.—p. 550. 

Changes in Spinal Cord in Diabetes Mellitus: Report of Case with 
Autopsy. D. E. Griggs and C. W. Olsen, Los Angeles.—p. 564. 
Repression and Communicability in Catatonic Stupor. B. Cohen, North 

Grafton, Mass.—p. 572. 

The Cerebellum: Review and Interpretation. O. Larsell, Portland, Ore, 

—p. 580. 

Involutional Melancholia.—A number of months before 
the publication of Werner’s work, Schube and his colleagues 
had started an investigation of the value of theelin in the treat- 
ment of involutional melancholia, and in view of the remarkable 
results obtained by Werner and his associates they report their 
results in four men and six women. In none of the ten patients 
that they treated with theelin was there evidence of improve- 
ment in the mental condition. The mental and physical con- 
dition of three patients became definitely worse during the 
treatment; one patient died. One of the patients continued 
to grow worse until the treatment was discontinued and then 
gradually reverted to his original mental state. In another 
patient regular monthly periods were established after four 
weeks of treatment with theelin. There was no alteration im 
the mental condition. No changes were noted in the hair, the 
texture of the skin, the breasts or the genitalia of any patient. 
There was no change in the appetite or the sleep rhythm of 
any patient. In two there was a definite loss of weight, and 
in one of these there was marked retention of urine during 
treatment, necessitating catheterization; this man also had 
uncontrollable diarrhea. The blood pressure, the pulse rate and 
the pulse pressure, the blood and the urinary studies remained 
unchanged in every case. The sedimentation rate of the blood 
was not altered materially. The cholesterol content of the 
blood showed marked but unexplainable fluctuations. 

Chronic Poliomyelitis (Poliomyelopathia).—A case of 
chronic poliomyelitis in a patient who had had a previous 
attack of acute poliomyelitis is reported. Histologic study 
leads Steegmann to the following conclusions: 1. Chrome 
poliomyelitis is a form of progressive spinal muscular atrophy. 
2. A previous attack of acute poliomyelitis may predispose ® 
the development of this disease. 3. The term chronic polit 
myelitis is a misnomer, for the disease is a chronic, progressi¥& 
noninflammatory degenerative process. In the case f 
the spinal Gord showed shrinkage of the anterior horns at 
levels, with chronic degenerative changes and loss of 
This process was associated with pronounced gliosis 
anterior horns, extending into the white matter, icred 
fibrosis and gliosis around the blood vessels, fibrosis and oi 
ening of the leptomeninges and diffuse myelopathy due 
swelling of the myelinated fibers of the spinal cord. 
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changes were not accompanied by mobile or fixed products of 
degeneration. Theories of the pathogenesis of chronic polio- 
myelitis are reviewed. The disease is considered to be a 
primary degenerative process of the anterior horn cells. 
Theoretically, this is due to metabolic factors, which can depend 
in part on the effect of the secondary tissue reactions in inter- 
fering with normal cell metabolism. 


Arch. of Physical Therapy, X-Ray, Radium, Chicago 
18: 449-544 (Aug.) 1937 

Physiologic Effect of Carbon Dioxide Baths on Circulatory System. 
F. M. Groedel, New York.—p. 457. 

The Saratoga Spa: Its Place in Treatment of Rheumatic Disorders, 
W. S. McClellan, Saratoga Springs, N. Y.—p. 468. 

Fever Treatment by Steam (Vapothermy). A. B. Olsen, Battle Creek, 
Mich.—p. 474. 
Evaluation of Roentgen Rays in Treatment of Chronic Nose and Throat 
Infections. J. T. Stevens, New York and Montclair, N. J.—p. 477. 
Physical Agents in Relation to Treatment of Nasal Sinusitis. H. K. 
Tebbutt Jr., Albany, N. Y.—p. 479. 

Treatment of Sinus Infection by Ultra Short Wave Diathermy. T. 
Leichner and W. H. Schmidt, Philadelphia.—p. 488. 

Treatment of Hemiplegia. S. E. Bilik, New York.—p. 495. 

Relative Merits of Audiometric and Tuning Fork Tests. M. S. Ersner, 
Philadelphia.—p. 503. 

Electro-Acousto Testometer: Its Value for Accurate Timing and Record- 
ing of Bone Conduction Tests. M. M. Kafka, Brooklyn.—p, 507. 


Archives of Surgery, Chicago 
35: 419-620 (Sept.) 1937 

Internal Fixation of Fractures of Neck of Femur. M. S. Henderson, 
Rochester, Minn.—p. 419. 

Carcinoma of the Gallbladder. W. A. Cooper, New York.—p. 431. 

Pancreatic Fistula: Medical and Surgical Management. J. M. 
McCaughan and B. L. Sinner, St. Louis.—p. 449. 

*Physiologic Availability of Fluids in Secondary Shock. H. A. Davis, 
Washington, D. C.—p. 461. 

*Extensive Burns: Treatment with Silver Nitrate and Methyl Rosaniline. 
H. E. Branch, Detroit.—p. 478. 

Meningococcic Meningitis Complicating Fracture of Skull. E. Clark, 
J. Redish and N, Jolliffe, New York.—p. 486. 

Effect of Starvation on Healing of Fractures in Rabbits. G. Kernwein, 
Chicago.—p. 492. : 

Effect of Anesthesia on Blood Oxygen: II. Study of Effect of Spinal 
Anesthesia on Oxygen in Arterial and in Venous Blood. J. L. Shaw, 
B. F. Steele and C. A. Lamb, Boston.—p. 503. 

Experimental Cerebral Trauma: Fluid Content of the Brain After 
Trauma to Head. C. Pilcher, Nashville, Tenn.—p. 512. 

Dislocation and Fracture-Dislocation of Lower Cervical Vertebrae. J. P. 
Cole, New York.—p. 528. 

Cleft Palate: Correlation of Anatomic and Functional Results Follow- 
ing Operation. W. P. Ritchie, St. Paul.—p. 548. 

Pyogenic Osteomyelitis of Pelvis: Analysis and Discussion of Ninety 
Cases. J. Kulowski, St. Joseph, Mo.—p. 571. 

*Circulatoty. Disturbances Reflexly Inaugurated by Stimulation of Celiac 
Plexus: Preliminary Report. C. L. Burstein and E. A. Rovenstine, 
New York.—p. 599. 

Sixty-Third Report of Progress in Orthopedic Surgery. J. G. Kuhns, 

F. Cave, S. M. Roberts, J. S. Barr, R. J. Joplin, Boston; J. A 
Freiberg, Cincinnati; J. E. Milgram, New York, and R. I. Stirling, 
Edinburgh, Scotland.—p. 603. 


Physiologic Availability of Fluids in Secondary Shock. 
—Davis studied the nature and mechanism of the response of 
normal animals and of animals in shock to water and electro- 
lytes. In view of the fact that the central phenomenon of 
shock is an anoxemia, it was decided that the rate of oxygen 
consumption of the animal provided a more accurate picture 
of the effects of traumatic shock on the tissues. Determina- 
tions of the blood pressure level were made to serve as con- 
trols. The study seems to indicate the presence of certain 
physiologic and pathologic limitations to the free and equal 
distribution of fluids in the organism in shock. The introduc- 
tion of fluid into the intact animal produces a dilution of the 
blood with subsequent diuresis. In secondary shock the normal 
reservoir action of the blood for fluids is lost, and fluid leaves 
the blood stream more rapidly than in the intact animal. The 
Site of fluid loss is greatest in the region of trauma, so that 
relatively little transudation of fluid occurs into the peritoneum 


‘or into the alveoli of the lungs. Evidences of water imbibition 


are present in the central portions of the hepatic lobules. The 
Production of a lowered rate of oxygen consumption by the 
administration of fluids in cases of secondary shock does not 
Tesult from interference with the supply of available oxygen 
by pulmonary edema. The stimulant action of water on metab- 


‘olism is exerted only so long as fluid is actually present 
‘within the circulatory system and seems to depend. on the 
‘Tesultant increase of blood volume or blood. flow. Removal 
of serum albumin and globulin and of blood cells by the intro- 
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duced fluid into the area of trauma and the peritoneal cavity 
diminishes the material available for .the transportation of 
oxygen and leads to a still greater degree of oxygen want. 


Treatment of Extensive Burns with Silver Nitrate and 
Methyl Rosaniline.— Branch maintains that the method of 
treating burns reported approaches closely the “ideal” treat- 
ment: 1. There have been no deaths in cases in which the 
treatment has been used thus far, and there were only seven 
deaths in ninety-five cases in which this form of therapy was 
used during its development. 2. The period of pain and shock 
was very short. Toxemia did not develop as a serious threat. 
3. The morbidity was greatly reduced, for the patients were 
turned about in a few hours and were urged to get up and 
about in a few days and to wait on and amuse themselves. 
4. Grafting of skin was done in only one case. Measures for 
the general upbuilding of the patient were also carried out. 
The combination used was silver nitrate and methyl rosaniline. 
A 10 per cent solution of silver nitrate acted on the proteins 
of the serum. exuding from the burned area to lay down 
immediately a milky white coagulum. This then took the 
place of tannic acid in coagulating the proteins and preventing 
the loss of body fluids. The methyl rosaniline stained this 
coagulum violet and aided in destroying and preventing infec- 
tion. At the end of three weeks the second degree burns had 
all healed and the crust had cracked off. The third degree 
areas were still covered by the violet coagulum, but this was 
easily removed by bathing daily in brine and by the use of 
compresses. On soaking off the crust there were invariably 
enough epithelial islands beneath so that no grafting was neces- 
sary. After the coat was off, compresses soaked in cysteine 
hydrochloride, 1: 200 solution, or compresses or gauze treated 
with scarlet red were used to stimulate epithelization of the 
denuded areas. Thus the period of pain and shock was prac- 
tically eliminated. The amount of parenterally administered 
fluids necessary was greatly reduced. The following procedure 
is carried out: 1. A large dose of sedative is given. 2. The 
burned areas are washed with tincture of soft soap. 3. Débride- 
ment of the burn is done by merely breaking the blisters and 
removing the loose skin, and the area is washed with saline 
or boric acid solution. 4. The burn is sprayed at once with 
a 1 per cent aqueous solution of methyl rosaniline, and after 
three or four minutes the entire burned area is swabbed with 
a 10 per cent solution of silver nitrate. 5. The patient is 
placed in a burn tent at a temperature of 85 to 90 F. The 
area is resprayed with a 1 per cent solution of methyl rosaniline 
every fifteen minutes for about five times. After that the 
spray is used once or twice a day only if necessary. 6. Fluids 
are forced by mouth. 7. Hypodermoclysis of physiologic solution 
of sodium chloride is given every six or eight hours, as indi- 
cated by the patient’s condition. 8. Fluids are given intra- 
venously only if the temperature rises to 103 F. 9. Transfusion 
is done if necessary. 10. The patient is moved about as soon 
as the crust is established and is allowed to walk about as 
soon as the period of shock is over and if no signs of toxemia 
develop. 11. If any coagulum remains at the end of two and 
one-half or three weeks, it should be soaked off with brine or 
by compresses. 


Circulatory Disturbances Inaugurated by Stimulation 
of Celiac Plexus.—Recently, in a case in which a difficult 
cholecystectomy was performed, at the stage when operative 
manipulation was at a maximum, Burstein and Rovenstine 
observed an unusual phenomenon in the course of routine 
sphygmomanometry by the auscultation method. The blood 
pressure, which had remained constantly within normal limits 
with a difference of 60 mm. of mercury between the systolic 
and the diastolic level, suddenly became imperceptible for 
twenty minutes, although the peripheral pulse could still be 
palpated and was not materially altered in rate. At first, the 
mercury column being allowed to fall very slowly, a single 
beat was heard at about the level of the previous systolic pres- 
sure. Within a few minutes this single beat could not be 
obtained. When the operative manipulations had ceased, the 
normal auscultatory sounds were again obtained and at a level 
comparable to the previous determinations. Thereafter, careful 
and frequent determinations of the blood pressure were made 
during all operations on the upper part of the abdomen. The 
phenomenon was soon obtained in the course of another chole- 
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cystectomy and during gastric resection. The patients had 
been given morphine and atropine preoperatively. To account 
for the circulatory disturbance noted, observations were made 
in the laboratory to determine the effects on the blood pressure 
curve obtained during intra-abdominal manipulations. Dogs 
were used for the experiments and it was found that stimula- 
tion of the celiac plexus when atropine sulfate has been admin- 
istered previously produces a marked reduction in the pulse 
pressure with maintenance of the mean arterial blood pressure. 
Manipulations in the upper part of the abdominal cavity cause 
a reduction in the pulse pressure, especially when atropine sul- 
fate has been given previously. Administration of physostig- 
mine salicylate reduces the reflex. 
















Arkansas Medical Society Journal, Fort Smith 
34: 53-68 (Aug.) 1937 
Early Diagnosis of Cancer of Stomach. B. R. Kirklin, Rochester, Minn. 
p. 53. 
Upper Respiratory Affections in Relation to Chronic Nontubercular Pul- 
monary Disorders. R. T. Smith, Fort Smith.—p. 55. 
Management of Abortion. E. H. White, Little Rock.—p. 59. 
Infantile Paralysis in Arkansas. W. V. Newman, Little Rock.—p. 60. 

















































Colorado Medicine, Denver 
34:-553-624 (Aug.) 1937 
Chronic Headache. P. A. Draper, Colorado Springs.—p. 566. 
Melanosarcoma of Rectum. A. J. Chisholm, Denver.—p. 570. 
Herniorrhaphy as Complicated by Latent Gonorrheal Infection. R. E. 
Holmes Sr., Canon City.—p. 573. 
Rate Curves for Electrocardiographic Records. H. C. Myer, Denver. 


—p. 577. 
Squint—a Problem of the General Practitioner. G. R. James, Casper, 
Wyo.—p. 589. 


Localization of Brain Tumors. W. A. Bunten, Cheyenne, Wyo.—p. 591. 


Johns Hopkins Hospital Bulletin, Baltimore 
61: 75-150 (Aug.) 1937 
Occurrence of Nonhemoglobin Iron in Whole Blood. H. W. Josephs and 

Perlina Winocur, Baltimore.—p. 75. 

Perennial Allergic Rhinitis: Analysis of 198 Cases. W. L. Winken- 

werder and L. N. Gay, Baltimore.—p. 90. 

Decorticate Polypneic Panting in the Cat. J. L. Lilienthal Jr. and 

F. J. Otenasek, baltimore.—p. 101. 

Pedigree of Hereditary Cataract, Illustrating Sex-Limited Type. F. B. 

Walsh and M. E. Wegman, Baltimore.—p. 125. 

*Sulfanilamide Rash. F. F. Schwentker and S. Gelman, Baltimore.— 

» 136. 
temas from Sulfanilamide. E. K. Marshall Jr. and E. M. Waldzl, 

Baltimore.—p. 140. 

Sulfanilamide Rash.—In administering sulfanilamide to 180 
patients both orally and parenterally, Schwentker and Gelman 
observed ten in whom a rash developed. In some cases it was 
recognizable as early as the third day of medication with sulf- 
anilamide; in half of the cases it appeared between the tenth 
and fourteenth days. The eruption is distinctly morbilliform 
in character, is made up of maculopapular lesions slightly raised 
from the surrounding unaffected skin and is brownish red. 
Although it does not fade completely when pressure is applied, 
the blanching of the rash is considerably more marked than 
that seen with a typical measles eruption. Usually almost the 
entire surface of the body is affected, but in some cases the 
rash has been limited to the buttocks or to the legs. In some 
of the patients the eruption was seen on the palms of the hands 
and the soles of the feet, while the mucous membranes were 
apparently unaffected. There was no itching or other abnor- 
mal sensation at the site of the lesion. With discontinuance 
of sulfanilamide therapy the eruption fades rapidly and may 
disappear completely in forty-eight hours. If administration of 
the drug is resumed, the rash sometimes reappears faintly or 
in scattered areas but never assumes its former brilliance, and 
even this slight recrudescence gradually fades away. If the 
sulfanilamide treatment is not discontinued at the time of the 
primary rash, the eruption fades and disappears completely in 
about seventy-two hours. 

Cyanosis from Sulfanilamide.—Cyanosis of varying degree 
has been observed in patients undergoing intensive treatment 
with sulfanilamide. This cyanosis has been attributed to the 
presence of methemoglobinemia or sulfhemoglobinemia. Mar- 
shall and Walzl have examined the blood from seven patients 
treated with sulfanilamide in at attempt to determine how far 
the oxygen carrying capacity of the blood is reduced in patients 
showing cyanosis. The oxygen carrying capacity was com- 
pared with the total iron pigment of blood. The conclusions 
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drawn from the data are that clinical cyanosis may be unac- 
companied by any decrease in the oxygen carrying capacity of 
the blood and may occur without the presence of nonfunctional 
iron pigment within the errors of the methods employed. In 
two cases the figures indicated nonfunctional iron pigment, 
This nonfunctional iron pigment appears to be mainly methemo- 
globin. The possibility of methemoglobin being present in 
small amounts in the blood samples from the other cases cannot 
be disproved by the data. An average of the figures for the 
five instances in which neither cyanosis nor a dark color of 
the blood was present makes it unlikely that more than traces 
of methemoglobin were present in these bloods. Methemoglobin 
as the cause of the cyanosis and dark color of the blood can 
be eliminated in these patients and also probably as the only 
cause in the other two cases. The authors cannot deny that 
sulfhemoglobin as well as methemoglobin may occur under cer- 
tain conditions after administration of sulfanilamide, but it 
seems clear that these abnormal iron pigments supply by no 
means the only, and probably not the main, explanation of the 
cyanosis so frequently encountered in using the drug. 


Journal of Biological Chemistry, Baltimore 
120: 1-330 (Aug.) 1937. Partial Index 


Production of Urea in Mammary Gland. W. R. Graham Jr., O. B, 
Houchin and C. W. Turner, Columbia, Mo.—p. 29. 

Electrolytes in Nutritional Muscular Dystrophy in Rabbits. W. 0O, 
Fenn, Rochester, N. Y., and Marianne Goettsch, New York.—p. 41. 
Rapid Photo-Electric Method for Determination of Glucose in Blood 

and Urine. W. S. Hoffman, Chicago.—p. 51. 

Comparison of Hypervitaminoses Induced by Irradiated Ergosterol and 
Fish Liver Oil Concentrates. Agnes Fay Morgan, Louise Kimmel 
and Nora C. Hawkins, Berkeley, Calif.—p. 85. 

Porphyrin Excretion in Feces in Normal and Pathologic Conditions, 
K. Dobriner, Rochester, N. Y.—p. 115. 

Formation of Dopa by Exposure of Tyrosine Solutions to Ultraviolet 
Radiation. L. E. Arnow, Minneapolis.—p. 151. 

Notes on Determination of Serum Inorganic Phosphate and Serum 
Phosphatase Activity. A. Bodansky, New York.—p. 167. 

Reactions of Nitrite with Hemoglobin Derivatives. R. D. Barnard, 
Chicago.—p. 177. 

Nicotinic Acid as Growth Accessory for Diphtheria Bacillus. J. H. 
Mueller, Boston.—p. 219. 

Micromethod for Determination of Gelatin and Study of Collagen Con- 
tent of Muscles from Normal and Dystrophic Rabbits. H. C. Spencer, 
S. Morgulis and Violet M. Wilder, Omaha.—p. 257. 

Anaerobic Ultrafiltration. P. H. Lavietes, New Haven, Conn.—p. 267. 

Relations of Thio-Urea, Cysteine and Corresponding Disulfides. G. 
Toennies, Philadelphia.—p. 297. 

Chromogenic Tungstate and Its Use in Determination of Uric Acid of 
Blood. Eleanor B. Newton, New York.—p. 315. 


Journal of Experimental Medicine, New York 
66: 273-396 (Sept.) 1937 

Variation in Size of Transplants of Prostate and Seminal Vesicle in 
Anterior Chamber of the Eye. R. A. Moore, H. B. Rosenblum, S. H. 
Tolins and R. H. Melchionna, New York.—p. 273. 

Physiologic Response of Prostatic and Vesicular Transplants in Anterior 
Chamber of the Eye. R. A. Moore, R. H. Melchionna, S, H. Tolins 
and H. B. Rosenblum, New York.—p. 281. 

Relation of Blood Cholesterol and Size of Prostatic and Vesicular Trans 
plants in Anterior Chamber of the Eye. R. A. Moore and J. J. Smith, 
New York.—p. 291. : 

Culture of Whole Organs: II. Effects of Perfusion on Thyroid 
Epithelium. H. Okkels, New York.—p. 297. 

Id.: III. The Problem of Antihormones Studied on Isolated Living 
Thyroid Glands. H. Okkels, New York.—p. 305. A 

Immunization of Guinea-Pigs with Modified Strain of Lymphocytie 
Choriomeningitis Virus. E. Traub, Princeton, N. J.—p. 317. 

Elementary Bodies of Vaccinia from Infected Chorio-Allantoic Mem 
branes of Developing Chick Embryos. J. E. Smadel and M. J. Wall, 
New York.—p. 325. 

Studies on Sensitization of Animals with Simple Chemical Compounds: 
IV. Anaphylaxis Induced by Picryl Chloride and 2: 4 Dinitrochloro 
benzene. K. Landsteiner and M. W. Chase, New York.—p. 337. 

Spreading Properties of Leech Extracts and Formation of Lymph. A 
Claude, New York.—p. 353. 

*Effect of Diet on Susceptibility of Canine Hematopoietic Function t@ 
Damage by Aminopyrine. D. K. Miller and C. P. Rhoads, New York 
—p. 367. 

Composition of Specific Precipitates in Region of Antigen Excess. 
S. Malkiel and W. C. Boyd, Boston.—p. 383. 


Diet and Susceptibility to Damage by Aminopyrine— 
In the case of acute stomatitis and granulopenia of the dog, 
the etiology is apparent; it is the feeding of a particular diet. 
In acute granulopenia of man the pathologic changes are ™@ 
certain respects similar to those of the dog, but the cause ® 
obscure although the administration of aminopyrine appears to 
play some part. It seemed possible, then, that a faulty diet 
might well be one factor at least which increased the suscep 











a i ee ee le es 


QO Qu 


th 


Th 
Epi 


Tre 
s] 
Mis 


Reli 
Coat 
New 

Pp. 
Phys 
Surg 

vil 
Care 


Diag: 
Man 


— 
Obst: 


7“ 
Posto 


*Studie 




















So. =) + 








VotumME 109 
NuMBER 16 


tibility to the toxic effect of aminopyrine. To substantiate this 
hypothesis Miller and Rhoads performed experiments which 
should prove that a dose of aminopyrine which is ineffective 
alone will cause a well defined disturbance of hematopoiesis 
when it is added to a diet (blacktongue diet) which is not by 
itself causative of symptoms. Paradoxically, the resulting dis- 
turbance of the circulating blood cells manifestec itself in 
the erythrocytes rather than in the leukocytes. Anemia was 
brought about in dogs fed the blacktongue diet by the adminis- 
tration of amounts of aminopyrine which were without effect 
when given to dogs fed a normal diet. When sufficient amounts 
of the drug were administered to dogs fed a normal diet, an 
anemia did result. It was not as severe as that caused by 
administering aminopyrine to animals on the inadequate diet 
and was not associated with stomatitis. Ulceration of the oral 
and pharyngeal mucous membrane was a striking feature when 
administration of aminopyrine was combined with the inade- 
quate diet. That the anemia and stomatitis were not due to the 
diet alone is clear from the fact that they occurred before they 
could be expected if only the special diet was fed. Moreover, 
they were more severe than are the changes of blacktongue and 
were of a somewhat different character. The absence of leuko- 
penia was remarkable, particularly since it would have been 
expected from the histologic appearance of the bone marrow. 
From this fact it would appear that the action of aminopyrine 
is neither exactly that of benzene nor of the blacktongue diet 
alone. The histologic alterations of the bone marrow appeared 
to be similar to those described in a case of benzene poisoning 
by Andersen and also to those seen in several cases of aplastic 
anemia in which no history of exposure to benzene was avail- 
able. The suggestion is advanced that the factor in the diet 
which makes it productive of blacktongue is an aromatic com- 
pound or that the diet renders the body incapable of detoxi- 
fying some aromatic compound, either present in the diet or a 
product of intrinsic metabolic formation. 


Journal-Lancet, Minneapolis 
57: 321-382 (Aug.) 1937 

The Fiftieth Anniversary of the North Dakota State Medical Associa- 
tion. A. W. Skelsey, Fargo, N. D.—p. 353. 

Epidural and Subdural Hemorrhages. T. S. P. Fitch, Plainfield, N. J. 
—p. 357. 

Treatment of Pneumonia: Evaluation of Modern Methods. H. C. Hin- 
shaw, Rochester, Minn.—p. 363. 

Missed Abortion. W. F. Mercil, Crookston, Minn.—p. 364. 


Kentucky Medical Journal, Bowling Green 
35: 359-394 (Aug.) 1937 


Religion and Medicine. W. J. Shelton, Mayfield.—p. 363. 

Coarctation of Aorta. W. B. Troutman, Louisville.—p. 368. 

eu’ Medical Measures in Arthritis. A. C. McCarty, Louisville.— 
p. 370. 

Physiotherapy in Arthritis. D. E. Jones, Louisville.—p. 372. 

Surgical Procedures in Treatment of Arthritis. R. T. Hudson, Louis- 
ville—p, 373. 

Carcinoma of Umbilicus: Case Report. 
Hendon, Louisville—p. 377. 

Diagnostic Significance of Hematuria. L. Atherton, Louisville.—p. 380. 

Mandelic Acid, a New Urinary Antiseptic. J. M. Townsend, Louisville. 


J. R. Hendon and G. A. 


—., 382. 

Obstructions About the Vesical Neck in Children. O. Grant, Louisville. 
—p. 384, 

Peteerstive Treatment of Appendicitis, E. Allen Jr., Louisville.— 
p. 391, 


Medical Annals of District of Columbia, Washington 
6: 239-258 (Aug.) 1937 

*Studies on Oxyuriasis: III. Incidence of Pinworm Infestation in Group 

of 230 Boys in Washington, D. C. J. Bozicevich, Washington.—p. 239. 


Intussusception : Suggestions for Operative Procedures. C. D. Briggs, 
Washington.—p, 241. 

Hypogastric Sympathectomy in Treatment of Dysmenorrhea: Report of 
Cases. J. J. Mundell, Washington.—p. 244. 


aetteb nol Cataract: Report of Case. W. T. Davis, Washington.— 


Evaluation of Medical Therapy of Upper Gastro-Intestinal Tract. H. A. 

Monat, Washington.—p. 250. 

i ragh ad Findings in Diagnosis of Certain Blood Dyscrasias. G. L. 

er Jr., Washington.—p. 253. 

Incidence of Pinworm Infestation in Boys.—Bozicevich 
‘xamined 230 boys for pinworm infestation. He used a swab 
es . H. swab) made essentially of cellulose film (cellophane) 

t is applied by means of a glass rod and then removed from 
fod and examined directly on a slide under the microscope. 
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Only one swab examination was made for each boy. There 
were seventy-two positive for pinworms. The percentage is 
undoubtedly too low. Repeated examinations regularly increase 
the percentage of positive observations. The high incidence 
(31.3 per cent) in this group points to a generally unrecog- 
nized public health problem in the form of pinworm infestation. 
The study indicates that there is a more prevalent infestation 
in the population of Washington than is generally believed to 
be the case. 


Changes.ia Bone Marrow in Diagnosis of Blood Dys- 
crasias.—The procedure that Weller used in the study of the 
changes in the bone marrow in cases of blood dyscrasias con- 
sists in the insertion of an 18 gage spinal needle with stylet 
in place cephalad into the sternum at the angle of Louis. 
With an infiltration of a 5 per cent solution of procaine hydro- 
chloride the patient feels only a sense of pressure until the 
needle has penetrated the outer layer of cortical bone. After 
the cortical layer of bone has been penetrated, the stylet is 
removed and the needle is pushed forward a distance of from 
5 to 10 mm.; then it is removed slowly, and the material 
within the lumen is spread out in a thin film on a glass slide. 
Practically all the patients in the study had an anemia. The 
changes which have been observed in the cells of the bone 
marrow in cases of pernicious anemia coincide with those 
described by previous observers. Thus far no case of aleukemic 
leukemia has been observed. Several patients with relatively 
low leukocyte counts have been studied, and it has been found 
that the bone marrow in these cases is practically identical, 
from the cytologic standpoint, with the bone marrow in per- 
nicious anemia. Of the two cases of myeloid leukemia in 
which simultaneous studies of both peripheral blood and bone 
marrow have been carried out, it was found in one that the 
changes in cells in the circulating blood were relatively slight, 
while the biopsy specimens of the bone marrow showed marked 
abnormalities. Two cases have satisfied the criteria for aplastic 
anemia; that is, there was no response to any form of medica- 
tion. In these cases the bone marrow specimens showed a 
certain number of stem cells present, the total number being 
far below that found in an untreated case of pernicious anemia 
with an erythrocyte count at a corresponding level. The 
greatest help to be obtained from biopsies of the sternal mar- 
row is information concerning the direction which therapeutic 
management of the case should take. If there is a megalo- 
blastic hyperplasia of the cells of the bone marrow, liver extract 
is indicated. If the stem cells are few in number, little response 
to therapeutic measures is to be expected. If the cells of the 
bone marrow are abnormal in kinds and numbers, even though 
those in the circulating blood are relatively normal, the case 
deserves diagnosis and management as one of the neoplastic 
diseases (leukemia). 


Michigan State Medical Society Journal, Lansing 
36: 525-612 (Aug.) 1937 

Skin Diseases in Their Relation to Disturbances of Other Organs. F. 
Wise and J. Wolf, New York.—p. 537. 

Story of Cesarean Section at University of Michigan. R. D. Reekie, 
Ann Arbor, and D. C. Kimball, Detroit.—p. 542. 

Industrial Dusts and Lung Diseases. C. P. McCord, Detroit.—p. 546. 

Dystopic Maldevelopment of Genito-Urinary System: Case Report. 
A. P. Ohlmacher, Detroit.—p. 550. 

Fever Therapy: Adaptation of Vapor Bath, Electric Light Bath, Use of 
Oxygen, Carbon Dioxide from Dry Ice. P. Roth, Battle Creek.— 
p. 553 

Trauma as Factor in Dementia Praecox. M. H. Skolnick, Detroit.— 
p. 563. 

An Unusual Calculus Formation Following an Accident. 
Detroit.—p. 565. 

Temporal Bone Infections. W. S. Gonne, Detroit.—p. 566. 

Idiopathic Hypochromic Anemia: Report of Cases. R. L. Fisher, Detroit. 
—p. 570. 

Cyst of Round Ligament Simulating Inguinal Hernia: Short Résumé of 
Literature: Case. W. S. Martin, Ludington.—p. 572. 


R. Rosen, 


Military Surgeon, Washington, D. C. 
81: 161-240 (Sept.) 1937 

Interrelationship of Medicine, Surgery and Dentistry in Military and 

Civil Practice. W. S. Bainbridge.—p. 161. 
Chest Wounds in Military and Civil Practice. F. K. Boland.—p. 175. 
Discussion of the Medical Service (War Strength) of Proposed Infantry 

Division, J. I. Martin.—p. 193. 
Practical Hints in General Surgery. K. E. Lowman.—p. 200. 
Simple Device for Aspiration of Body Fluids. M. M. Loucks.—p. 205. 
The New Massachusetts National Guard Camp. H. L. Robb.—p. 208. 











New England Journal of Medicine, Boston 
217: 291-334 (Aug. 19) 1937 

Cases of Attempted Suicide in a General Hospital: Problem in Social 
and Psychologic Medicine: Report on Local Condition, Including Sur- 
vey of 1,147 Records of Attempted Suicide Cases Admitted to the 
Boston City Hospital. M. Moore, Boston.—p. 291. 

Adenoma of Pancreas and Hyperinsulinism: Report of Case with 
Studies of Effect of Emotions, of Changes in Diet and of Administra- 
tion of Acids and of Alkali on Symptoms of Hypoglycemia. B. V. 
White Jr. and E. F. Gildea, New Haven, Conn.—p. 307. 

Some Proposed Changes in Medical Practice Act of Massachusetts. 
S. Rushmore, Boston.—p. 313. 


Hypertrophic Arthritis of Spine. J. G. Kuhns, Boston.—p. 317. 


New Jersey Medical Society Journal, Trenton 
34: 481-538 (Aug.) 1937 
Importance of Clinical and Radiologic Examinations of the Gallbladder. 


H. C. Crossfield and G. S. Reitter, East Orange.—p. 487. 
A Combination Arthrodesis and Subtrochanteric Osteotomy of the Hip 


with New Technic of Arthrodesis. H. Briggs, Newark.—p. 490. 
Further Observations on Operative Treatment of Retinal Detachment. 
B. F. Baer Jr. and J. S. Shipman, Camden.—p. 494. 


Roentgenologic Characteristics of Different Types of Pneumonia. W. G. 

Cole, New York.—p. 499. 

Strabismus in Children. J. W. White, New York.—p. 501. 
*Sulfanilamide Must Be Used with Care: Case Report. H. A. Tarbell, 

Newark.—p. 506. 

Sulfanilamide Must Be Used with Care.—Tarbell warns 
that when sulfanilamide is being used the patient must follow 
the physician’s directions explicitly. The author has had a 
patient—treated for gonococcic infection—who disregarded his 
physician’s instructions. He was instructed after the third day 
to reduce the tablets (0.3 Gm.) to three in twenty-four hours 
for four or five days more, and he was not seen again until 
seven days had elapsed, when he was found in bed and very 
sick. His temperature was 104.2 F., pulse 120, respiration 30, 
he was trembling, cyanosed, coughing a great deal, had had 
fifteen bowel movements that day and could not retain food 
without vomiting. He gave a history of disregarding the 
physician’s directions and had taken 0.65 Gm. of sulfanilamide 
every six hours regularly for ten days. He had also taken 
a dose of magnesium sulfate. The author reports this case 
with the hope of stimulating some state board regulation in 
the sale of sulfanilamide and to discourage its indiscriminate 
sale by druggists. 


New Orleans Medical and Surgical Journal 
90: 55-112 (Aug.) 1937 
Specialistic Trends in Medical Education and Practice. 
New Orleans.—p. 55. 
Who Owns the Radiograph? 
Some Urologic Problems in General Practice. 
R. M. Willoughby, New Orleans.—p. 59. 
Metabolic Diseases of Nervous System. E. Wexberg, New Orleans.— 
p. 65. 
Role of Diet in Nervous Diseases. 
Present Day Conception of Agranulocytic Angina. 
New Orleans.—p. 78. 
Artificial Pneumothorax. 
The Van Lint Conjunctival Flap in Cataract Extractions. 
and J. W. Fish, New Orleans.—p. 87. 
Diagnosis and Treatment of Acute Mastoiditis. C. L. Cox, New Orleans. 
—p. 90. 


P. Graffagnino, 


L. J. Williams, Baton Rouge, La.—p. 57. 
H. W. E. Walther and 


L. A. Golden, New Orleans.—p. 73. 
H. J. Schattenberg, 


R. W. Young, Baton Rouge, La.—p. 83. 
W. B. Clark 


Philippine Islands Med. Association Journal, Manila 
17: 387-444 (July) 1937 
Staphylococcic Septicemia: Case That Recovered. 
Manila.—p. 387. 
Low Cesarean Section. A. Baens, Manila.—p. 393. 
*Clinical Observations on Xerophthalmia. C. D. Ayuyao, Manila.—p. 399, 
Extra-Uterine Chorionepithelioma: Report of Case. E. V. de los Santos, 
Manila.—p. 403. z 
Clinical Observations on Xerophthalmia.—Ayuyao has 
observed a total of 393 cases of xerophthalmia, from both the 
outpatient and the inpatient clinic of the Philippine General 
Hospital. The ages ranged from the first year of life to the 
early school year (7 years). Both sexes were affected. All 
the patients were children of parents belonging to the laboring 
class. These 393 cases constitute hardly 1 per cent of all the 
eye cases admitted to the hospital; nevertheless, Ubaldo and 
Ayuyao found that 2.23 per cent of the blindness among Filipinos 
was caused by xerophthalmia. No cases have so far been 
observed in well-to-do families. It may be accompanied by 
both gastro-intestinal and respiratory diseases. The disease 
responds readily to treatment consisting of nutritious food and 
vitamin A, 


A. B. M. Sison, 
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Surgery, Gynecology and Obstetrics, Chicago 
G65: 289-432 (Sept.) 1937 


Recurring Myxomatous, Cutaneous Cysts of Fingers and Toes. 
Gross, Boston.—p. 289. 

Carcinoma of Jejunum. 
Minn.—p. 303. 

Effect of Thrombophlebitis on Venous Valve. 
Edwards, Boston.—p. 310. 

*Skin Hyperesthesia in Acute Salpingitis. 
p. 321 

*Enterectomy in Surgical Treatment of Hepatic Cirrhosis or Portal 
Obstruction with Ascites. Muriel K. Fuller, D. D. M. Cook, 0. M, 
Walter and N. Zbitnoff, Chicago.—p. 331. 

Relaxin in Human Serum as Test of Pregnancy. 
Hurwitt and G. Lesnick, Boston.—p. 335. 

Epidermoid Carcinoma in Cystic Teratoma of Ovary. 
Honolulu, Hawaii.—p. 340. 

Problems of Unilateral Harelip Repair. 
p. 348. 

Repair of Traumatic Fistulas of Stenson’s Duct. 
Glascock Jr., Raleigh, N. C.—p. 355. 

Thoracoplasty Within the Sanatorium. P. D. Crimm, D. M. Short and 
C. S. Baker, Evansville, Ind.—p. 357. 

Restoration of Entire Skin of Penis. J. B. Brown, St. Louis.—p. 362, 

Spindle Cell Bladder Sarcoma. E. W. White and R. B. Gaines, Chicago, 
—p. 366. 

Carcinoma of the Breast. 

Keloids Following Laparotomy. 


R. E, 
C. W. Mayo and W. S. Nettrour, Rochester, 
E. A. Edwards and J. E, 
J. S. Labate, New York— 


D. Abramson, E, 
H. E. Bowles, 
F. Young, Rochester, N. Y.— 


H. Glascock and H, 


H. H. Trout, Roanoke, Va.—p. 370. 
J. C. Wood, Cleveland.—p. 376. 


Early Weight Bearing in Fracture Dislocation of Ankle Joint. A. H, 
Trynin, Brooklyn.—p. 379. 
Method of Intestinal Anastomosis with a New Clamp. H. B. Stone, 


Baltimore.—p. 383. 

Two Stage Lobectomy in the Poor Risk Patient with Thyrotoxicosis. M., 

Davison and L. J. Aries, Chicago.—p. 385. 

Pontocaine Spinal Anesthesia in Urology. A. L. Stockwell and C. K, 

Smith, Kansas City, Mo.—p. 389. 

Cutaneous Hyperesthesia in Acute Salpingitis.—In sum- 
marizing the impressions that Labate gained during his study 
of fifty-three cases of acute salpingitis, examined frequently 
for cutaneous hyperesthesia, he contends that: 1. Cutaneous 
hyperesthesia may be entirely absent in the most acute case of 
salpingitis with elevation of erythrocyte sedimentation rate, 
leukocytosis, pelvic peritonitis and severe pain. The patient 
may persistently fail to develop hyperesthesia. Thus the pres- 
ence of cutaneous sensitiveness cannot be used in gaging the 
severity of the infection. Also the absence of cutaneous hyper- 
esthesia has absolutely no negative value. However, in all 
patients having the initial attack of acute salpingitis, cutaneous 
hyperesthesia was elicited consistently, with the maximal areas 
at either the spino-umbilical point or Ligat’s point. 2. Cuta- 
neous hyperesthesia may be of fleeting and recurring character. 
It is difficult to explain this characteristic. It seems to bear 
no relation to increase or decrease in the severity of the infec- 
tion. 3. The persistent type of hyperesthesia which is present 
on admission and remains throughout the acute phase of the 
disease is also encountered. Many times the maximal area of 
sensitiveness shifts. In this type, as the patient improves, the 
hyperalgesia will tend to disappear, only to recur again with 
an exacerbation of the disease. The total duration of cutaneous 
hyperesthesia in these patients varied between several to 
twenty-six days. 4. The maximal area of cutaneous hypet- 
esthesia bears no relation to the maximal area of deep tender- 
ness except in some cases. Therefore one must not predict the 
area of maximal hyperalgesia according to the location of 
maximal deep tenderness. 5. The total area of cutaneous 
hyperesthesia is variable, rarely severe and determined only 
with the exercise of diligence. 6. A maximal area of cutaneous 
sensitiveness can always be determined. 

Enterectomy in Hepatic Cirrhosis or Portal Obstruc- 
tion with Ascites.—Fuller and her associates cite a case 
portal cirrhosis with ascites of a duration of more than twenty- 
two months treated by tapping, with no tendency toward din 
inution. After massive intestinal resection (enterectomy) the 
rate of ascitic accumulation was immediately approximately 
halved, and following a period of a gradual decrease of 
ascitic fluid its formation ceased nine months after the oper 
tion. The “patient has now been free from ascitic fluid 
twenty-nine months. After operation the patient was pe 
to follow his appetite as to any type and amount of food 
liquid desired. His output of urine has averaged 1,300 &. 
daily. Though the patient has not suffered from constipatio? 
he has had no tendency to diarrhea, which is sometimes 
following massive enterectomy. 
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FOREIGN 


An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Physical Medicine, London 
12: 69-88 (Aug.) 1937 

Electrotherapy Papers: No. 3. Ultraviolet Irradiation: Clinical 
Applications. A. P. Cawadias.—p. 70. 

Electromedical Apparatus: Its Character, Operation and Care: No. 4. 
Use of Current from the Mains for Electromedical Appliances, L. G. 
H. Sarsfield.—p. 72. 

Protection of Eyes During Light Treatment. F. W. Law.—p. 76. 

Treatment of Air-Borne Allergic Conditions, E. M. Fraenkel.—p. 78. 

Treatment by Low Intensity Short Waves. D. V. Rice.—p. 80. 

New View of Balneologic Sulfur Therapy. I. Basch.—p. 81. 


British Journal of Surgery, Bristol 
25: 1-240 (July) 1937 
Evolution and Development of Surgical Instruments. C. J. S. Thompson. 


p. i, 

Unusual Case of Hyperparathyroidism: Anterior Mediastinal Para- 
thyroid Tumor Removed by Transternal Approach. G. Gordon-Taylor 
and R. S. Handley.—p. 6. 

Replacement of Semilunar Cartilages of Knee After Operative Excision. 
J. Bruce and R. Walmsley.—p. 17. 

*Postoperative Blood Lipids. E. M. Boyd.—p. 29. 


Chronic Mastitis in African Native: Its Relation to Carcinoma of the 
Breast. M. Ellis.—p. 39. 

*Pulmonary Embolism: Statistical Investigation of Its Incidence in 
Twelve London Hospitals in the Decade 1925-1934. R. Pilcher.— 
p. 42. 

Fibroma of Kidney with Cyst. H. J. Nightingale and S. N. Lytle.— 
D. dee 

Scleroderma Simulating Carcinoma of the Breast. M. Coleman.—p. 61. 


Hitherto Undescribed Fracture of the Patella. D. M. Meekison.—p. 64. 
Primary Solitary Diverticulitis of Cecum: Report on Three Cases, with 
Review of Seventeen Recorded Cases. M. J. Bennett-Jones.—p. 66. 
Osteoporosis Melolytica (‘‘Multiple Spontaneous Idiopathic Symmetrical 

Fractures”). J. C. Leedham-Green and F. C. Golding.—p. 77. 

Salernitan Surgery in the Twelfth Century. G. W. Corner.—p. 84. 

Mammary Cancer with Generalized Telangiectatic Carcinoma (‘‘Carcin- 
oma Erysipelatodes”). E. K. Dawson and J. J. M. Shaw.—p. 100. 

Technic of Operation for Cleft Palate. W.-E. M. Wardill.—p. 117. 

Anesthesia for Harelip and Cleft Palate Operations on Babies. P. Ayre. 
—p. 131. 

Foreign Bodies in Urinary Bladder: Report of Two Cases. A. W. 
Badenoch and R. I. Campbell.—p. 133. 

Renal Extravasation and Reflux. A. R. C. Higham.—p. 139. 

Tumors of Urinary Bladder, with Description of New Endoscopic 
Technic. T. Millin.—p. 145. 

Aneurysm of Innominate Artery Treated by Surgery: Report of Three 
Cases and Records of Twenty-Two Cases Collected from Literature. 
F. Rundle.—p. 172. 

Treatment of Prostatic Obstruction Other than by Enucleation. H. Lett. 
—p. 191, 

Lesions in Rabbit’s Liver and Spleen Following Intravenous Injection of 
Thorotrast. H. Burrows.—p. 204. 


’ Intestinal Strangulation. G. C. Knight.—p. 209. 


Postoperative Blood Lipids.—Boyd studied the concen- 
tration of total lipid, neutral fat, total, ester and free cholesterol 
and phospholipid in the blood plasma and the erythrocytes in 
the blood of twenty-nine patients submitted to abdominal and 
extra-abdominal operations and complete abortion. The deter- 
minations were made before and from one to five times after 
operation. It was observed that ether anesthesia is the pre- 
dominant factor responsible for changes in the concentration 
of plasma and erythrocytic lipids during the first day or so 
after operations. When operative procedures are accompanied 
by variations in body temperature, the latter may affect the 
concentration of blood lipids independently of the operations. 
The introduction of a toxemic factor may also affect the values 
of the blood lipids apart from any concomitant surgical inter- 
vention. The removal of all or part of a structure, such as a 
fetus, thyroid or the placenta or presumably the prostate, may 
sufficiently alter lipid metabolism to affect the values of the 
blood lipids. Postoperative pulmonary edema is not a common 
condition, but when it occurs it may have a pronounced effect 
on the concentration of plasma lipids. In this condition the 
sudden concentration of plasma by removal of large amounts 
of fluid into the lungs and other structures produces a secondary 
polycythemia and an increase in the concentration of lipids 
in plasma. Postoperative cases in which no contributing factor 
tan be established are usually found to have no significant 
alteration in the percentage of blood lipids, either those of the 
Plasma or of the erythrocytes. This has been found in the 
‘Present investigation to hold true for major as well as for 
minor operations, either inside or outside the abdomen. There 


seems, therefore, no further justification for the use of the term 
“postoperative lipemia” or for the postulate that such a con- 
dition may exist and be due to surgical intervention itself. 


Incidence of Pulmonary Embolism.—Pilcher endeavored 
to determine whether pulmonary embolism has a seasonal or 
epidemic incidence. A request was sent out to the registrar 
general for the dates of death in all cases of fatal pulmonary 
embolism verified by postmortem during the years 1929 to 1934. 
The reply gave details of no more than thirty-five cases. It 
was then decided to attempt the collection of cases from the 
London teaching hospitals. Permission to make use of their 
postmortem records was granted by twelve hospitals: the 
material for analysis comprises 731 cases of fatal pulmonary 
embolism occurring in the years 1925 to 1934. During this 
period 911,215 patients were admitted and there were 46,562 
deaths and 36,145 postmortem examinations. Having regard to 
the excess of deaths over postmortem examinations and the 
assumed incidence of undiagnosed or unconfirmed cases, the 
author concludes that every year at least 100 patients die of 
pulmonary embolism at the twelve hospitals studied. The 
records of these cases suggests that survival for many years 
might ‘have been expected in more than half but for this 
accident. The distribution of the 731 cases over the 3,652 days 
of the decade was first studied and compared with the normal 
distribution found by calculating the Poisson series. No evi- 
dence has been found to support the impression that pulmonary 
embolism has any seasonal or epidemic incidence. In 573 cases 
there was a history of trauma; in 158 there was none. The 
predominance of traumatic cases is partly due to the high 
proportion of patients requiring surgical intervention that are 
admitted to the hospitals. A rough approximation shows an 
incidence of 0.105 per cent in surgical cases and 0.064 per cent 
in medical cases. It is suggested that a more important factor 
in etiology than the nature of the illness or trauma is immobili- 
zation of the patient. In traumatic cases the interval between 
trauma and death varies from one day to many weeks. The 
supposed primary thrombosis was found in the veins of the 
right leg more commonly than of the left in traumatic cases. 
There appears to be an association between right-sided injuries 
or operations and thrombosis in the veins of the right leg. This 
has not been observed, however, in cases of postoperative 
thrombosis not followed by fatal embolism. The age incidence 
reaches a maximum in the five years 55 to 59, both for trau- 
matic and for nontraumatic cases. 


British Medical Journal, London 
2: 253-306 (Aug. 7) 1937 
Obstructions of Common Bile Duct. E. R. Flint.—p. 253. 
Nutritional Needs in Pregnancy. R. McCarrison.—p. 256. 
Nutrition in Pregnancy. Louise McIlroy.—p. 258. 
Dietary Requirements in Pregnancy and Lactation. G. C. M. M’Gonigle. 
—p. 259. 
Artificial Pneumothorax Treatment, with Especial Reference to Bilateral 
Collapse. J. Crocket.—p. 261. 
Treatment of Laryngeal Diphtheria. A. G. Robb.—p. 264. 


Guy’s Hospital Reports, London 
87: 273-390 (July) 1937 

*Psychogenic Factor in Asthma: II, Asthma in Adults, E. B. Strauss. 
—p. 273. 

Obsessional Psychoneurosis in a Boy of Twelve: Use of Play-Technic. 
R. A. Q. Lay.—p. 287. 

*Tuberculous Mediastinal Lymphadenitis in Childhood: Secondary Effects 
on Lungs. R. C. Brock, R. J. Cann and J. R. Dickinson.—p. 295. 
Carcinoma of the Trachea: Commentary on Case. I. G. Robin and 

W. N. Mann.—p. 318. 

Melanosis Coli, with Description of Two Cases in which It Disappeared 
While Under Observation. A. Hurst.—p. 332. 

Two Cases of Aplastic Anemia: One with Secondary Hemochromatosis 
Following 290 Transfusions in Nine Years, the Other with Secondary 
Carcinoma of Stomach. R. M. Kark.—p. 343. 

Dental Condition in Cleidocranial Dysostosis. M. A. Rushton.—p. 354. 

Studies in Clinical Endocrinology: If. “Habitual Abortion”: Its Inci- 
dence and Treatment with Progesterone or Vitamin E. P. M. F. 
Bishop.—p. 362. 

Epidemiology of Streptococcic Infections. W. H. Bradley.—p. 372. 


Psychogenic Factor in Asthma.—Strauss examined thirty 
unselected cases of asthma with a view to determining the 
absence or presence of “nervous,” psychic or emotional factors 
in the asthmatic syndrome. Of the thirty cases the “nervous” 


element was. found to be strongly present in sixteen cases, 


well represented in nine cases, feebly but definitely represented 
in four cases and undetected in only one case. 1. In its psychic 
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aspects, asthma may in certain cases be complex determined ; 
i. e., included in the group of the conversion hysterias. 2. A 
person with the allergic diathesis, who is temperamentally a 
deviant from the conventional norm of his immediate social 
group, is likely to develop the asthmatic syndrome. 3. An 
asthmatic subject is liable to make his asthma the center of 
his life; i. e., to develop and cultivate an asthmatic personality. 
Such a person by the mechanism of what Kretschmer calls 
arbitrary reflex reinforcement can “turn on” his asthma on all 
possible occasions whenever it suits his unconscious or pre- 
conscious purposes. 4. Allergic subjects who live under con- 
ditions of extreme emotional strain and stress are liable to 
exhibit the asthmatic syndrome. 5. Asthma in an allergic sub- 
ject may be part and parcel of a general state of anxiety, the 
affect, when the anxiety tension is very high, finding an auto- 
nomic reflex outlet. If these conclusions are justifiable, they 
suggest that psychotherapy, in the widest sense of the term, 
should reinforce physical methods of treatment, the form of 
psychotherapy being determined by the history of the case. 
Analytic psychotherapy would appear to be indicated in groups 
1 and 5. Patients who fall into group 2 should benefit by a 
personality analysis, as opposed to an experiential analysis 
(vide Kretschmer) and, taught how to accept and adapt them- 
selves to their own temperamental patterns. In the case of 
group 4, it will sometimes prove possible by means of active 
intervention to modify the patient’s environmental conditions. 
Patients who fall into group 3 should respond well to suggestive 
methods with or without hypnosis. 


Lymphadenitis in Childhood.—Brock and his colleagues 
support the view already put forward by several authors that 
in other instances of tuberculous mediastinal lymphadenitis the 
pulmonary changes are not due to some peculiar pneumonic 
reaction but can be explained entirely on the basis of atelectasis 
following bronchial obstruction due to the pressure of enlarged 
bronchial glands. They cite eight instances from which it is 
clear that gross secondary changes can occur in the lungs of 
children as a result of bronchial occlusion from tuberculous 
adenitis. In some cases there is no doubt that a fatal acute 
tuberculous bronchopneumonia may follow aspiration of caseous 
material into other parts of the bronchial tree if and when 
rupture occurs; in others there may be some peculiar pneumonic 
change, as seen by Cameron and De Navasquez in their case. 
On the other hand it is a surprising fact that no apparent 
harm may follow aspiration of the caseous material, as is shown 
by one of the authors’ patients. Indeed, it seems possible that 
such an event may be followed by natural resolution and heal- 
ing. If caseous material is discovered at bronchoscopy, it seems 
justifiable to remove it by gentle suction. When resolution is 
long delayed, it is reasonable to suppose that the prolonged 
bronchial stenosis with secondary atelectasis should be followed 
by the development of a total or unilobar bronchiectasis with 
a varying amount of secondary chronic pneumonia. No proved 
cases observed in childhood have been followed into adolescence 
or adult life and the development of a true bronchiectasis has 
not been demonstrated clinically and roentgenographically. On 
the contrary, it is not uncommon to see large calcified medias- 
tinal glands with no sign of concomitant bronchiectasis. Such 
a gland must almost certainly be the cause of gross bronchial 
obstruction at one stage. It is, however, probable that actual 
infiltration and destruction of the bronchial wall is necessary 
before permanent secondary changes occur. Attempts should 
be made to follow into adult life cases of gross tuberculous 
mediastinal lymphadenitis in children so that more definite 
information can be obtained, for only in this way is it going 
to be possible to decide whether permanent bronchiectatic 
changes do commonly follow. 


Journal of State Medicine, London 
45: 435-496 (Aug.) 1937 
Rheumatism and Allied Diseases. R.-S. Woods.—p. 435. 
Outstanding Problems in Human Nutrition. S. J. Cowell.—p. 440. 
Mineral Requirements in Human Nutrition. FE. M. Widdowson.— 
p. 449. my 
Infant Feeding in Warm Climates. R. J. Blackham.—p. 462. 
Toxemia of Pregnancy: Its Significance and Treatment. Margaret M. 
Basden.—p. 474. 
Early Diagnosis of Cancer, with Especial Reference to the Preventive 
Aspect. E. Hurdon.—p. 484. 
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Lancet, London 
2: 301-360 (Aug. 7) 1937 
Arterial Pulse in Health and Disease: II. The Pulse Wave. C. Bram. 

well.—p. 301. 

*Transfusion of Stored Cadaver Blood. W. N. Shamov.—p. 306. 
*Prolongation of Action of Pituitary Antidiuretic Substance and of 

Histamine by Metallic Salts. E. C. Dodds, R. L. Noble, H. Rinder. 

knecht and P. C. Williams.—p. 309. 

Varicella Gangrenosa Due to Streptococcus Pyogenes. H. S. Banks and 

J. E. McCartney.—p. 311. 

Fatal Pneumothorax Due to Rupture of Solitary Bulla of Lung. J, 

Gough.—p. 314. 

Spontaneous Pneumothorax Associated with Bullous Emphysema. 4A, 

Willcox and A. F. Foster-Carter.—-p. 315. 

Experiences with Concentrated Whole Liver Extract. S. J. Hartfall_— 

p, 317. : 

Transfusion of Stored Cadaver Blood.—Shamoy has 
used cadaver blood in forty-two cases. By the quantity and 
quality of the reactions after transfusion he found that trans- 
fusion of cadaver blood gave better results than the usual 
method. Reactions after transfusing cadaver blood are much 
rarer and are much less conspicuous. There were six reactions 
in very seriously ill patients in the forty-two cases, principally 
with diseases of the hematopoietic system. In no preceding 
series in his experience—a thousand transfusions in which 
citrated blood as well as the direct method was used—has the 
author observed so few reactions. The dead body can be 
exonerated from the suspicion of disease with much greater 
certainty. The supply is cheap, and with an efficient organiza- 
tion it is possible to have a stock of this blood in any quantity 
necessary for clinical needs. These advantages can be made use 
of in practice only with widespread and efficient organization 
for procuring the cadaver blood, and this is possible only in 
large centers. There is a strong prejudice in the majority of 
persons at the thought of transfusing cadaver blood into a 
living person. Such an attitude is a survival of primitive views 
about blood as the bearer of particular mystic properties. After 
a certain period man will overcome these prejudices as easily 
as the numerous others that have arisen during the history of 
the development of blood transfusion. 


Prolongation of Action of Solution of Posterior Pitui- 
tary.—During an investigation of factors influencing gastric 
secretion, Dodds and his co-workers found solution of posterior 
pituitary to have an inhibiting effect on glandular secretion. 
As this action is transitory, experiments have been conducted 
with various metallic salts in an attempt to prolong the inhibi- 
tion. Groups of four 200 Gm. male rats, fasted for twelve 
hours, were given 5 cc. of water per hundred grams of body 
weight and simultaneously injected with the substance on trial. 
The urine excreted was collected and measured at regular 
intervals. Zinc salts caused a marked prolongation of activity, 
while cadmium and nickel have a similar and more powerful 
action. The action of histamine in stimulating gastric secretion 
also was prolonged by the presence of zinc. 


Medical Journal of Australia, Sydney 
2: 161-196 (July 31) 1937 


One Hundred Years’ Medical History in South Australia. A. F. Stokes. 
—p. 161. ; 

Bronchopulmonary Segments: Radiologic, Pathologic and Bronchoscopic 
Considerations, with Especial Reference to Subapical Bronchopul- 
monary Segment. J. H. Neil, W. Gilmour and F. J. Gwynne.—?. 165. 

Note on Lange Test and on Preparation of Colloidal Gold. J. Suther 
land.—p. 172. 

Lange Colloidal Gold Reaction as Routine Test: Preliminary Note on 
Results. A. R. Buchanan.—p, 175. as 
*Protein in Cerebrospinal Fluid: Clinical Significance and Quantitative 

Determination. G. Phillips.—p..179. 
Gastro-Intestinal Symptoms of Hypoglycemia. C. Sippe.—p. 181. 


Protein in Cerebrospinal Fluid.—In tabes and meningo- 
vascular syphilis the normal protein content of cerebrospinal 
fluid from 20 to 40 mg. per hundred cubic centimeters, 3 
increased to from 30 to 80 mg., and at the same time there 5 
a disproportionate increase in the globulin fraction. Phillips 
states that the protein content is increased in all meningea 
infections; in septic meningitis and in tuberculous meningitis 
the protein may range from 50 to 150 or more mg. per h 
cubic centimeters. In disseminated sclerosis also there is usually 
a slight increase in protein content. In cerebral abscess af 
increase in protein will be found in practically every case, evel 
when the abscess is deeply situated. The explanation of this , 
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is probably the fact that an adequate centrifugal circulation 
is provided by the Virchow-Robin spaces to enable the discharge 
of protein from edematous areas of cerebral tissue surrounding 
the abscess. Even after apparently adequate surgical drainage 
of a cerebral abscess a guarded prognosis should be given while 
the protein remains at a level above that of high normal. 
Most intracranial neoplasms, particularly if they arise from 
the arachnoid and more particularly if they are situated in the 
posterior fossa, will cause an increase in cerebrospinal fluid 
protein. All posterior fossa neoplasms, except cholesteatoma, 
cause an increase in protein content, whether they are intra- 
cerebellar or extracerebellar in origin. This is due to the 
relatively smaller size of the cerebellum and its intimate contact 
with the fluid not only in the convexities but also in the fourth 
ventricle. Above the tentorium, protein increase is most likely 
to be caused by meningiomas or by any other cerebral growths 
which have arisen at or have grown into contact with the 
surface of the hemispheres or the ventricular ependyma. In 
growths in contact with the ventricles, the great bulk of protein 
is added to the cerebrospinal fluid after it passes out of the 
ventricular system into the subarachnoid spaces. Estimation 
of the protein in specimens of fluid taken from both lateral 
ventricles may be of localizing significance, since tumors in 
contact with one ventricle may produce an increased protein 
content in the fluid in that ventricle with little or no increase 
in the contralateral ventricle. In the third ventricle the well 
known colloid cyst does not cause any increase in protein; 
this knowledge may be of value in the differentiation of this 
condition from tumors in the same ventricle, particularly 
spongioblastoma. 


South African Medical Journal, Cape Town 
11: 455-488 (July 10) 1937 


Food Poisoning Caused by Materials of Animal Origin. E. M. Robinson. 
—p. 455. 

Food Poisoning Caused by Substances Other Than Those Produced by 
Bacterial Infections. D. G. Steyn.—p. 463. 

The \itamins: Survey of Existing Knowledge. H. N. Dale.—p. 467. 

*Effect of Cooking on Antiscorbutic Value of Vegetables. L. F. Levy. 
—p. 474. 

Baboon Electrocardiogram. R. W. S. Cheetham.—p. 477. 

Normal Respiratory Movements in Natal Summer. F. G. Cawston.— 


Note on Two Beetles of Medical Interest in Natal. B. de Meillon.— 
p. 479. 

Agglutinins for Dysentery Organisms in Natives of Southern Rhodesia. 
W. Alves, K. E. Berry and Dorothy O. E. Beadle.—p. 480. 

History of Medicine: II. Medical Establishments and Institutions at 
the Cape During Opening Years of Nineteenth Century. P. W. 
Laidler.—p. 481. 


11: 489-524 (July 24) 1937 

Sterility and Falling Birth Rate. J. L. Gray.—p. 491. 
Id.: The Public Health Aspect. C. C. P. Anning.—p. 493. 
Excision of Thoracic Esophagus. A. Radford.—p. 498. 
Roseola Infantum: “Rose Rash of Infants.”” M. Witkin.—p. 499. 

Cooking and Antiscorbutic Value of Vegetables.— 
Levy has applied the chemical method (titrating with indo- 
phenol) for estimating cevitamic acid in cooked vegetables. 
Specimens of the usual kinds of vegetables were taken from 
a large hospital and a mine native compound to find out to 
what extent the antiscorbutic activity is impaired by the culi- 
nary methods employed. The chemical procedure confirms the 
biologic method that the effect of cooking on vegetables is to 
bring about a loss in antiscorbutic value. The extent of the 
loss depends on various factors: 1. In all cases, with the single 
exception of unpeeled potatoes, a portion of the cevitamic acid 
Is extracted by the boiling water; the larger the volume used, 
the greater the diffusion of the cevitamic acid. Much of this 
activity, however, is still available to the consumer, if the 
vegetable is boiled in the stew or soup for a short time. 2. Since 
the cevitamic acid is slowly extracted during boiling, the longer 
the heating the greater is the loss. This effect is more apparent 
with cabbage than with potatoes, presumably on account of the 
fact that the cells of leaf vegetables are more easily ruptured 
than in the case of tubers. 3. When vegetables are allowed 
to stand for a long time after boiling, the cevitamic acid 

comes oxidized fairly rapidly, presumably by atmospheric 
oxidation. This loss is over and above that experienced during 
the actual cooking. 4. When the vegetables were cooked in 
tinned or aluminum utensils, the loss in activity did not increase. 

he amount and kind of metallic substances in the vegetables, 
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however, are important factors in destruction of their cevitamic 
acid content, since metals catalyze irreversible oxidation. The 
quantity of metal that is dissolved from the utensil during 
boiling would be exceedingly small compared with the amount 
actually present in the vegetable. 5. Solutions of cevitamic 
acid are rapidly destroyed by alkali even in the cold, and the 
biologic test shows that the addition of alkalis to boiling 
vegetables leads to rapid destruction of the antiscorbutic 
activity. 


Archives Méd.-Chir. de l’App. Respiratoire, Paris 
12: 169-256 (No. 3) 1937 
Pulmonary Abscess. H. Durand.—p. 169. 
Endopleural Pressure and Pulmonary Circulation. F. Parodi.—p. 186. 
*Roentgenologic Aspects of Interlobar Fissures in Patients with Cardiac 
Decompensation, Their Frequency and Significance: Inflammation of 
Fissures in Patients with Cardiac Disorders. C. Roubier.—p. 200. 
Radiographic Aspects Simulating Tuberculosis in Patient with Cardio- 

renal Azotemia. P. Pruvost, Delore and Grenet.—p. 211. 

Sympathetic System and Pulmonary Tuberculosis. G. Rosenthal.— 

np: 265. 

Laryngeal Tuberculosis: Stenoses, Paradoxical Forms, Biologic Treat- 
ment of Perforation of Epiglottis: Several Cases. G. Derscheid and 

P. Toussaint.—p. 234. 

Roentgenologic Aspects of Interlobar - Fissures. — In 
making roentgenologic studies on patients with cardiac disor- 
ders, Roubier noted the great variety of roentgenograms of the 
pulmonary fissures of the patients with cardiac decompensa- 
tion. He found that in patients with cardiac disorders inflam- 
mation of the pulmonary fissures exists almost exclusively on 
the right side. On the left side they are extremely rare. 
Moreover, inflammation is most frequent in the small fissure 
(horizontal fissure), whereas the large (oblique) fissure is 
rarely involved. When the oblique fissure is visible in the film, 
the horizontal fissure is visible also. In this connection the 
author points out that the roentgenograms were made from the 
front, in order to study the whole thorax and not to obtain 
information about fissural lesions. Consequently it is the hori- 
zontal fissure which is best visible in this position and its 
lesions are less likely to escape detection. The author dis- 
cusses the pathogenesis and the significance of the inflamma- 
tions of the pulmonary fissures in patients with cardiac disorders 
and reaches the conclusion that the fissural inflammations, which 
are so frequent in the advanced stage of cardiopathy are a 
roentgenologic manifestation of the propagation to the pleura 
of inflammatory lesions of the lung that has become involved 
in heart disease. 


Journal de Médecine de Lyon 
18: 471-488 (Sept. 5) 1937 
*Sudden Death Without Apparent Cause in Pulmonary Tuberculosis. 

Bonnamour, Duplant and Ambre.—p. 471. 

*Diverticulum of Greater Curvature of Stomach with Signs of Subcardial 

Stenosis. M. Levrat and R. Cade.—p. 481. 

Sudden Death in Pulmonary Tuberculosis.—Bonnamour 
and his associates state that sudden death without apparent 
cause is occasionally observed in patients with pulmonary tuber- 
culosis. They observed thirteen cases of sudden death among 
3,200 patients and among 920 fatalities. The causes are vari- 
able: there are lesions of the adrenals, tuberculous meningitis 
or acute tuberculous asphyxia. However, the authors place 
especial emphasis on hepatic and renal lesions, which they 
observed in several cases. These lesions suggested sudden 
allergic reactions that were elicited either by a massive bacil- 
lary discharge or by soluble poisons and endotoxins of the 
tubercle bacilli. 

Diverticulum of Stomach with Signs of Subcardial 
Stenosis.—Levrat and Cade point out that diverticula of the 
greater curvature of the stomach were described first by Aker- 
lund in 1923 and that the number of cases reported since has 
remained small. In the roentgenologic examination, these 
diverticula appear as small pockets on the posterior surface of 
the large curvature, visible only in the oblique position or after 
partial evacuation of the barium and only refilling at times in 
the recumbent position. The diverticula are frequently discov- 
ered by accident in the course of a roentgenologic examination, 
because, as regards the clinical aspects, they are often latent. 
In some cases, however, there are late, irregular pains. In the 
case described by the authors, the diverticulum produced signs 






















































Maes 










cy eaten Drie 


1320 





CURRENT MEDICAL LITERATURE 





Jour. A. M. A, 
Oct. 16, 1937 














of stenosis below the cardia, which disappeared under the x-ray 
screen in the positions that assured the evacuation of the diver- 
ticular pocket. The existence of these diverticula is explained 
by a throw-back to an embryonic condition. The treatment 
consists in the regular mechanical evacuation of the diverticular 
pocket and in measures against the inflammatory and spasmodic 
phenomena. 


Schweizerische medizinische Wochenschrift, Basel 
67: 773-808 (Aug. 21) 1937. Partial Index 

Differential Diagnosis of Loss of Pupil Reflexes. E. Birki.—p. 774. 

Is Surgery Indicated in Person with Unilateral Gray Cataract? W. 

Comberg.—p. 779. 

Importance of Ocular Symptomatology in Pathogenesis of Myasthenia 

(Erb-Goldflam Disease). A. Franceschetti.—p. 780. 

Intestinal Tuberculosis and Disorders of the Fundus Oculi. A. Frances- 

chetti and R. Herrmann.—p. 784. 

Detachment of Retina as Result of Inflammations in Adjoining Tissues. 

W. Meisner.—p. 788. 

Diagnostic Significance of Determination of Blood Pressure in Retinal 

Vessels. F. Rintelen.—p. 791. 

*Proteus Conjunctivitis and Contribution to Parinaud’s Syndrome. A. 

Zuccoli.—p. 803. 

Proteus Conjunctivitis.—Zuccoli reports the history of a 
woman, aged 53, who developed an acute swelling of the lids 
of the right eye. The anamnesis revealed that the patient had 
had for some time a secreting perianal fistula. The swelling 
of the lids was so severe that the right eye could not be opened. 
Moreover, the right cheek was swollen and the movement of 
the lower jaw was difficult. The disorder was diagnosed as 
Parinaud’s conjunctivitis, although there was no destructive 
ulceration and necrosis of the conjunctiva. It is known that 
Parinaud’s syndrome does not have a uniform etiology. Bac- 
teriologic studies on the diseased conjunctiva disclosed Bacillus 
proteus-vulgaris. The conjunctivitis disappeared rapidly in 
response to nonspecific treatment, with moist compresses and 
instillation of a silver preparation. In order to demonstrate 
the pathogenicity of the proteus bacillus for the eye, animal 
experiments were made and it was found that mere instillation 
of proteus bacilli into the conjunctival sac may produce a 
suppurating conjunctivitis. By the subconjunctival injection of 
the bacillus a granulomatous conjunctivitis could be produced. 
Inoculation into the cornea, the anterior chamber and the 
vitreous body demonstrated a great pathogenicity of Bacillus 
proteus for the eyes of rabbits. 


Pediatria, Naples 
45: 765-856 (Sept. 1) 1937 
*Blood Transfusion in Bronchopneumonia in Infants. 
» 765, 
Behavior of Diastases in Blood of Infants: 
Chieffi.—p. 783. 
Permeability of Blood-Encephalic Barrier in Infantile Dystrophy. E. 
Tatafiore.—p. 788. 
Type of Diphtheria Bacillus in Relation to Clinical Evolution of Diph- 
theria. N. Carrara and A. Previtera.—p. 796. 
Hemiplegia with Postdiphtheritic Paralysis: Case. 
y aie. 
sinaleaitiite in Children: 
Martillottii—p. 820. 
Blood Transfusion in Bronchopneumonia in Infants.— 
Murano obtained satisfactory results from blood transfusion in 
eighteen of a group of twenty-six infants suffering from bron- 
chopneumonia. The identity of the blood groups between 
patients and donors was previously established in all cases. 
The transfusions were made slowly in the vein of the elbow, 
and 15 or 20 cc. of 10 per cent citrated blood was used for 
each transfusion. Besides transfusion, the symptomatic treat- 
ment for bronchopneumonia was administered. In some cases 
satisfactory results were obtained with the first transfusion. 
In other cases two or three transfusions were given, one every 
other day. An intense reaction, which is similar to that from 
a colloidoclastic shock, follows the first transfusion in patients 
who follow an evolution to recovery. The reaction is less 
severe after the second and third transfusions and is poor in 
patients who are gravely ill. The reaction lasts for about two 
hours. It differs from that of shock from incompatibility of 
blood groups. Blood transfusion gives the best results in early 
uncomplicated forms of bronchopneumonia and also in toxic 
and infectious forms if it is given early in the development of 


G. Murano.— 


Preliminary Note. A. 


Nora Andreis.— 


Clinical and Epidemiologic Study. F. 


the disease. 
the patient when given the first transfusion. Blood transfu- 
sion stimulates the organic defenses and modifies the colloidal 
equilibrium of blood and tissues; it supplies the blood with pro- 
teins, ferments, vitamins and immunifacient substances. 


Policlinico, Rome 
44: 425-472 (Sept. 1) 1937. Medical Section 
*Intestinal Trichomoniasis with Symptoms of Mucomembranous Entero- 
colitis, P. De Muro.—p. 425. 
Endocarditis from Nocardia: Cases. 
p. 441, 
Behavior of Blood Serum Proteins Following Repeated Bleeding. B, 
Rubegni.—p. 464. 


L. Alestra and M. Girolami,.— 


Intestinal Trichomoniasis 
Enterocolitis. — According to De Muro, a review of the 
literature on clinical anatomopathologic and experimental 
studies shows that Trichomonas hominis has pathogenic prop- 
erties similar to those of Endamoeba histolytica. It phagocytes 
the erythrocytes and is the etiologic agent of certain diseases 
of several organs. Trichomoniasis with symptoms of muco- 
membranous enterocolitis is frequent. It may be of a simple, 
febrile or emaciating clinical form. The author found twelve 
cases of the condition in adults in a span of about three years. 
In all cases there was the symptomatic triad of constipation, 
abdominal pain and elimination of mucous membranes. Con- 
stipation was moderate and sometimes there was pseudodiar- 
rhea. Tr.chomonas was identified from the feces or from fecal 
cultures. 
eliminated mucous membrane showed degeneration of the epi- 
thelial cells and presence of a few leukocytes and Trichomonas. 
The patients complained of pain at the iliac fossa and the 
transverse colon. Generally the patient had a humid tongue 
and an unpleasant breath. In three cases there was tumefac- 
tion of the abdomen. Five patients had a hypertrophic liver. 
There was hypochlorhydria in eight cases and hyperchlorhydria 
in one. In three cases chlorhydria was normal. In four there 
was eosinophilia. The author advises the examination of the 
feces for ten consecutive days because of the fact that the 
period in which the examination of the feces for the parasite 
may give negative results lasts for more than a week. The 
patients observed by the author were given a diet with pre- 
dominance of milk and greens without excessive dietetic restric- 
tions. In all cases satisfactory results were attained from the 
administration of chiniofon or enterovioform by mouth. Detailed 
technic and dosage of the treatment are not given by the 
author. 


Jahrbuch fiir Kinderheilkunde, Berlin 
149: 201-264 (July) 1937 


Dominance and Degrees of Stimulation of Center of Sucking. A. Peiper. 
—p. 201. 

Auricular Flutter After Diphtheria. A. Beer.—p. 207. 

*Clinical Aspects of Tuberculous Meningitis. L. Schlapobersky.—p. 215. 

Peculiar Case of Cleidocranial Dysostosis in Child, Aged 7. Hildegard 
Winkler.—p. 238. 


Clinical Aspects of Tuberculous Meningitis.—Schlapo- 


bersky reports observations in sixty cases of tuberculous menin- 
gitis that came for observation at the university clinic in Bern 
and also cites reports from the literature. He found that 
tuberculous meningitis does not present a uniform clinical pic- 
ture but may appear in many different forms. On the basis 
of the symptomatology he differentiates seven different forms: 
the classic type, the gastro-intestinal type, the narcoleptic type 
the convulsive type (convulsions, chiefly of the tonoclonic 
type), the hemiplegic type, the latent type and the type im 
which the consciousness is not impaired. Occasionally there 
are combinations of the different types. The temperature varies 
in different cases of tuberculous meningitis. The tuberculia 
test is usually positive (79 per cent of the author’s cases), 
The changes in the cerebrospinal fluid vary. Increased pres 
sure is a frequent change. Tubercle bacilli were discovered 
in 31.7 per cent of the author’s cases. Other changes occuf- 
ring with considerable frequency were positive Pandy ane 
Nonne-Appelt tests, reduction in the sugar content and increasé 
in the number of cells. The sedimentation speed was nearly 
always reduced. In 54 per cent of the cases it was poss 
to demonstrate the source of infection. 


The results depend on the general condition of ; 
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Klinische Wochenschrift, Berlin 
16: 1169-1200 (Aug. 21) 1937. Partial Index 
Causal Agent of Venereal Lymphogranuloma. K. Herzberg and L. O. 


Koblmiiller.—p,. 1173. ; ; . 
*Investigations on Elimination of Vitamin A in Human Feces. H, 


Wendt.—p. 1175. 
Experimental Requirements of Treatment of Diphtheria by Means of 
Vitamin C and Adrenal Cortex Extract. E. Berger.—p. 1177 
Result of Desensitization in Diabetic Patient with Insulin Allergy. G. 
Stétter.—p. 1180. 
Relation of Ultraviolet Irradiation of Surgical Field to Anaphylaxis and 
Nonspecific Therapy. H. Havlicek and A. Jonasch.—p. 1183. 
Determination of Acetone Bodies in Clinic. F. Lauersen.—p. 1187. 
Elimination of Vitamin A in Human Feces. — Wendt 
describes studies on the quantitative determination of vitamin 
A in the feces of healthy subjects with and without vitamin A 
tolerance tests and in the feces of patients with various distur- 
bances in the processes of resorption. The feces that have been 
eliminated in twenty-four hours are rubbed up with anhydrous 
sodium sulfate and dried, then introduced several times into 
96 per cent alcohol and left to stand over night. Passage 
through the suction filter is followed by boiling for thirty 
minutes with 25 per cent alcoholic solution of potassium 
hydroxide to effect saponification. After cooling, the material 
is shaken several times with benzine. The benzine extracts 
are washed several times with distilled water until the reaction 
toward litmus is no longer alkaline. Then the benzine extract 
is dried for about twelve hours with sodium sulfate, filtered 
and condensed in a vacuum until dry, then combined with 
chloroform and again condensed. After that 10 cc. of chloro- 
form is added and to 0.2 cc. of this mixture 1 cc. of solution 
of antimony trichloride is added. The resulting blue colora- 
tion is subjected at once to colorimetry. Under the influence 
of the daily administration of three times twenty drops of a 
vitamin A preparation, the blue value of the feces increased 
at first only slightly, but between the twelfth and thirtieth day 
of the tolerance test it suddenly increased to several hundred or 
several thousand units. This seems to indicate that before an 
excess of vitamin A is eliminated in the feces the vitamin 
depots of the organism are filled and that the organism has 
a regulatory mechanism, which prevents an excessive increase 
in the vitamin A content. In patients with considerable dis- 
turbances in the resorption (icterus, peritoneal carcinosis), the 
tolerance test with three times daily twenty drops of vitamin A 
preparation resulted at once in a severe blue reaction in the 
stools. The eliminated amount of vitamin A corresponded to 
the degree of impairment in the resorption. 


Medizinische Welt, Berlin 
11: 1093-1128 (Aug. 7) 1937. Partial Index 
Drinking Cures with Sea Water: History, Method and Indications. H. 
Briining.—p. 1093. 
*Treatment of Severe Genital Hemorrhages in Essential Thrombopenia, 
A. Hildebrandt.—p. 1103. 


omg Action of Scilla Glucosides During Senility. A. Bergel.— 
—p, 5: 
Ne Sever Patients. H. Flach.—p. 1107. 

Treatment of Hemorrhages in Essential Thrombo- 
penia.—Hildebrandt stresses the necessity of an examination 
of the blood in young girls with severe genital hemorrhages, 
for the hemorrhages may be caused by Werlhof’s disease or by 
essential thrombopenia. After discussing the clinical aspects 
of thrombopenia, the author evaluates the various therapeutic 
methods that have been recommended for it, pointing out that 
m recent years the research on vitamins has provided new 
therapeutic possibilities for the hemorrhagic diatheses. A prep- 
aration that contains vitamins A, B, C and D in combination 
with calcium phosphate has been used in essential thrombopenia 
Successfully by some and without success by others. Still more 
Tecently the use of vitamin C has been recommended for the 
treatment of the hemorrhagic diathesis and several authors have 
produced favorable effects with vitamin C in essential thrombo- 
hg with severe genital hemorrhages. He himself reports 
he such cases, The first patient, a girl, aged 18, had essential 

tombopenia and genital hemorrhages. After various other 
at such as curettage, treatment with insulin, endocrine 
reid and medicaments for the contraction of the uterus, had 
i) uced only temporary improvement, treatment with vitamin 
: = iron produced lasting results. The second patient was 
Pi i aged 26. In this case also the genital hemorrhages 

Well as the petechial and mucosal bleedings responded to 
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treatment with vitamin C and iron. In the conclusion the 
author suggests that the favorable effect of vitamin C on hem- 
orrhages and on the hemorrhagic diathesis is probably due to 
the fact that it reduces the vascular permeability. 


Miinchener medizinische Wochenschrift, Munich 
$4: 1281-1320 (Aug. 13) 1937. Partial Index 
Indications for Surgical Treatment of Goiter. C. Schindler.—p. 1281. 
*Indications for Surgical or Nonsurgical Treatment of Thyrotoxicoses 

from Point of View of Internist. H. Kammerer.—p. 1285. 
Cutaneous Lesions Caused by Yellow Cross Gas (Dichlorethylsulfide, 

Mustard Gas)»* Diagnosis, First Aid and Further Treatment. L. 

Hauck.—p. 1292. 

Bone Lesions Caused by Overexertion in the Work Service. M. Detlef- 

sen.—p. 1294. 

Surgical Treatment of Thyrotoxicoses. — Kammerer 
stresses that in all severe cases of exophthalmic goiter, which 
develop rapidly, the postponement of the operation involves dan- 
ger. If the internal treatment produces no essential improve- 
ment in the thyrotoxic symptoms, the preoperative iodine 
treatment according to Plummer should be instituted. Strict bed 
rest, quieting psychotherapy and, if necessary, sedatives are the 
first measures in the internal treatment of severe exophthalmic 
goiter. Animal proteins should be restricted, but carbohydrates 
should be given in relatively large amounts. If the metabolic 
rate increases in spite of this treatment, medication with iodine 
might be continued for a while after the operation. The thyro- 
toxicoses that develop during the menopause are often favorably 
influenced by irradiation of the hypophysis. In cases of exoph- 
thalmic goiter which are caused by iodine, irradiation is con- 
traindicated. In mild cases of exophthalmic goiter, surgical 
intervention is unnecessary, for they either recover sponta- 
neously or in response to internal measures. 


Zeitschrift fiir Krebsforschung, Berlin 
46: 109-240 (July 21) 1937. Partial Index 
Experiments with Estrogenic Substance: Production of Intra-Uterine 

and Extra-Uterine Neoplasms in Rabbits. Hannah Pierson.—p. 109. 
*Influence of Photosensitizing Substances on Development of Cutaneous 

Tumors. W. Bingeler.—p. 130. 

Incidence of Cancer: First Complete Cancer Statistics of Germany in 

Last Thirty Years. W. Stupening.—p. 175. 

Nature of Cytolytic Reaction, Particularly in Model Experiments. A. 

von Wacek and O. Pesta.—p. 211. 

, Cancer Statistics in Rostock. W. Fischer.—p. 221. 
Fibro-Epithelial Tumor, a Papilloma, from Which Sarcoma Developed. 

O. Berner.—p. 232. 

Photosensitizing Substances and Cutaneous Tumors.— 
Bingeler says that the occurrence of cutaneous carcinomas 
chiefly in the region of the face has given rise to the assump- 
tion that intensive exposure to sunlight is somehow concerned 
in the causation. However, since the same exposure to the 
rays of the sun produces cancers only in some persons, it was 
assumed that there are still other factors. In this connection 
the author points out that Kosanovics, in examining the urine 
of fourteen patients with facial carcinoma, regularly detected 
hematoporphyrin, which is not found in the urine of normal 
persons or of those in whom the carcinoma is in a different 
location. It has been assumed that the presence of hemato- 
porphyrin in the urine is the manifestation of a constitutional 
anomaly on the basis of which the exposure to sunlight exerts 
its harmful effect. After reviewing the literature on this prob- 
lem, the author describes his own experiments on the effect of 
photosensitizing substances on the development of cutaneous 
tumors. He produced photosensitization with eosin, hemato- 
porphyrin and a fluid tar preparation. The experimental ani- 
mals, white mice, were exposed to the sunlight for five or six 
hours each day. In a large number of animals it was demon- 
strated that the subcutaneous administration of the photosensi- 
tizing substances sensitizes the skin in such a manner that 
exposure to intense sunlight first produces inflammatory 
changes, which later are followed by atrophic and hypertrophic 
processes of the cutaneous epithelium and connective tissue, and 
that these changes in turn lead to the formation of benign or 
malignant tumors. In control animals that were exposed only 
to sunlight but were not treated with photosensitizing sub- 
stances there occasionally developed benign cutaneous neoplasms 
but never malignant neoplasms. Moreover, the percentage of 
animals developing tumors was much smaller in the control 
group than in the group that had been sensitized. Thus it 
cannot be denied that photosensitizing substances play a part 
in the development of cutaneous tumors. 
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H. von Briicke. 


E. Eitner.— 


Prevention of Puerperal Mastitis—Von Briicke main- 
tains that keeping the nipple dry is of primary importance in 
the prevention of mastitis. In view of the drying effect of 
tannic acid, he decided to treat the nipples with a powder con- 
taining tannic acid and formaldehyde. This powder is non- 
toxic and its application to open wounds is painless, at the 
most producing a mild burning sensation. After nursing, the 
nipple is carefully cleaned with a damp cloth and dried. Then 
the tannic acid powder is dusted on. The tanning and harden- 
ing effect of the tannic acid preparation prevents the penetra- 
tion of pathogenic micro-organisms to the deeper tissues and 
promotes the healing of existing rhagades under dry crusts. 
Great care is taken that during the intervals between nursing 
the breast is kept dry.- If the nursling is unable to empty the 
breast, the pump is used and an absorptive cloth is applied to 
the breast. The nurslings never showed aversion against the 
breast that had been treated with the tannic acid preparation. 
In 1,200 women in whom the breasts were treated in this 
manner only one case of mastitis developed, and this was in a 
woman who had an extensive furunculosis. 


Nederlandsch Tijdschrift voor Geneeskunde, Haarlem 
81: 4033-4136 (Aug. 21) 1937. Partial Index 
Hypertension and Eye Disease. H. J. M. Weve.—p. 4036. 
Protamine Insulin. L. Meyler and A. de Maar.—p. 4045. 
Connection Between Intake and Elimination of Vitamin B, in Healthy 
Persons H. G. K. Westendrink and J. Goudsmit.—p. 4056. 
*Results of Irradiation in Cancer of Os Uteri. D. den Hoed.—p. 4063. 
Results of Irradiation in Cancer of Os Uteri.— Den 
Hoed concludes that the present technic of irradiation produces 
cure in from 50 to 60 per cent of the operable cases and of the 
cases that are on the borderline of operability and in about 
20 per cent of the inoperable cases. Further improvement of 
the results may be expected chiefly from an earlier onset of 
the treatment; that is, during a more favorable stage of the 
cancer. This implies that an early diagnosis is important. It 
is suggested that early diagnosis will be promoted by the regu- 
lar examination of the apparently healthy. Moreover, the great 
technical improvements obtained during recent years in the 
field of radiology suggest that the number of cures can be 
increased also by further refinements of the therapeutic methods. 


Hospitalstidende, Copenhagen 
80: 817-848 (July 13) 1937 
*Treatment of Pellagra with Stomach Preparations and Gastrogenic Eti- 
ology of Disorder Together with Relationship to Polyneuritis Among 

Other Disturbances. A. Petri, O. Wanscher, Else Stubbe Teglbjerg 

and H. P. Stubbe Teglbjzrg.—p. 817. 

Some Neurologic Problems in Pellagra Illuminated by Treatment with 

Ventriculin. H. P. Stubbe Teglbjerg.—p. 841. 

Treatment of Pellagra with Stomach Preparations.— 
Petri and his associates conclude that disturbances in gastric 
function of local or central origin are of decisive etiologic sig- 
nificance in pellagra. They found that removal of the stomach 
in young dogs and swine induced a chronic, fatal disease 
regarded as pellagra, with universal morphologic changes in 
the nervous system and corresponding clinical manifestations. 
Since these changes were resistant to oral treatment with 
vitamin Be, but rapid improvement followed administration of 
neutralized stomach juice, the symptoms seem attributable to 
the loss of a probably specific gastric function. In some 
patients, whose pellagra and alcoholic polyneuritis were sup- 
posed due to a deficient stomach function, treatment with human 
stomach juice or pressed juice from swine stomach as the sole 
treatment led to marked improvement or clinical recovery. The 
authors state that six cases of pellagra which originated during 
depressive psychoses in spite of sufficient diet were cured by 
treatment with ventriculin; the treatment had no certain effect 
on the psychoses. In cases with achylia it is important to add 
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twenty drops of hydrochloric acid three times a day to the 
fluid in which the ventriculin is given. The manifest pellagra 
symptoms will usually disappear in two months at the most, 
Because of the similarity in the changes in the nervous system 
in pellagra and in pernicious anemia and because of the affec- 
tibility of both disorders by ventriculin, the authors would 
identify neuropoietin (or perhaps the product formed by its 
cooperation) as the probable antipellagra factor. The favorable 
effect of therapy with stomach preparations in cases of poly- 
neuritis associated with disorders in gastric function (Petri and 
Wanscher) is believed to point to the loss of a specific stomach 
function in these cases, like that lacking in pellagra. 


Ugeskrift for Leger, Copenhagen 
99: 825-842 (Aug. 5) 1937 
*Pneumonia Studies: II. Serum Treatment of Croupous Pneumonia, 
N. I. Nissen.—p. 825. 7 
Pneumococcus Serum. T. Madsen.—p. 834. 
Pernicious Anemia Resistant to Oral Treatment: Case. G. F. Johansen, 


—p. 834. 
Chronic Potassium Iodide Intoxication. Christine Thygesen and Cecilie 
Nielsen.—p. 835. 


Serum Treatment of Croupous Pneumonia. — Nissen 
states that the mortality in seventy-four cases of croupous 
pneumonia treated in 1934 and 1935 was 41.9 per cent. During 
the following eighteen months 100 patients were treated; ten, 
or 16.9 per cent, of the fifty-nine given serum treatment died; 
twenty-three, or 56.9 per cent, of the forty-one who received 
no serum died. He considers it justifiable to treat every patient 
presenting croupous pneumonia with type I serum immediately 
on admission and until type determination is made, when treat- 
ment with type-specific serum should be continued. 


99: 843-862 (Aug. 12) 1937 
Ranke’s Teaching on Tuberculosis: Review. O. Thomsen.—p. 843. 
*Diagnosis of Myelomatosis. K. Transbgl.—p. 847. 
Dysuria and Ephedrine, with Remarks on Treatment of Nocturnal 

Enuresis and Myelitic Enuresis. L. E. @rkild.—p. 851. 

Early Operation of Chorionepithelioma After Hydatid Mole: Case. B. 

Viking.—p. 853. 

Myelomatosis.—Transbgl says that hyperproteinemia accom- 
panies myelomatosis. The most commonly employed test that 
can disclose it is the sedimentation reaction. While the globulin 
reactions are valuable aids in diagnosis, sternal puncture is 
important for earlier and more certain recognition of the dis- 
order. In the case described, in which no clinical symptoms 
except, cachexia and anemia were present, no elimination of 
Bence Jones protein and no roentgenologic changes, myeloma- 
tosis was suspected because of the exceedingly high sedimenta- 
tion reaction (140 mm.) in connection with but slightly elevated 
temperature, and the diagnosis was established through sternal 
puncture. Examination of the serum proteins showed a total 
protein of 9.45 per cent (2.92 per cent albumin, 6.53 per cent 
globulin). While cases of myelomatosis with normal serum 
proteins and greatly accelerated sedimentation reaction are 
reported, failure of the sedimentation reaction must, on the 
whole, be expected in myelomatosis with normal serum pro- 
teins. In cases in which the hyperproteinemia seems inexpli- 
cably high, closer examination of the serum by one of the more 
specific reactions is indicated; the formol-gel reaction is the 
simplest of these. Bing adds two drops of formaldehyde to 
1 cc. of serum and notes whether at room temperature a gelatit 
ring forms within three hours; in most of his cases this occurred 
during the first half hour, in two cases not until after two 
hours, and in the author’s instance not until after two hours 
and forty minutes. The test is positive only in more marked 
hyperproteinemia, which appears preeminently in myelomatosis, 
but is also seen in Bing and Neel’s disease, Boeck’s sarcoid, 
grave liver disturbances and occasionally chronic infections. 
Takata’s reaction may be positive. Jersild diagnosed six cases 
by means of “auto checking” of the Wassermann reaction 
The author considers x-ray examination an uncertain method 
in myelomatosis and examination for Bence Jones protein of 
diagnostic value. In many cases of myelomatosis there is & 
injury demonstrable by functional tests and determination OF 
the blood urea. In some cases uremia is the direct cause @ 
death. The possibility of myelomatosis should be borne 
mind in atypical cases of renal insufficiency, and myelomatos® 
was established in six out of the twelve cases of anemia OF 
uncertain genesis found by Spiller among 432 cases of anemi 
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